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ROUND TABLE DISCUSSION ON OPERATING ROOM 
TECHNIQUE AND PROBLEMS CONNECTED 
WITH THE SURGICAL DEPARTMENT. 


Conducted by Rev. P. J. Mahan, Loyola Medical School. 
Sister Mary de Lourdes, St. Joseph’s Infirmary, Fort 
Worth, Tex., Presiding. 


Father Mahan: We want to acquire a technique sec- 
ond to none; technique that will reflect credit upon us 
for its progressiveness and scientific efficiency. You who 
are attending this conference represent the surgical knowl- 
edge and the surgical experience of the Catholic hospitals 
of the United States and Canada. Your discussions and 
decisions should be of value to yourselves and to others 
in hospital work. 

There is a marked gradation in the nature of op- 
erating room technique. Our object is to find what con- 
stitutes a worthy technician—a norm. We on the outside 
know that technique implies something with regard to 
the training of individuals and their actions, You know 
it from the inside out, and we want you to volunteer your 
information. 

Sister: What personnel is considered necessary for 
a major operation? 

Sister: A doctor, an assistant doctor (sometimes 
more than one assistant), an instrumental nurse who is a 
graduate, and a sponge nurse who, it is most desirable, 
should be a graduate. 

Sister: What other nurses are required? 

Sister: The Sister in charge must be a proper super- 
visor and very efficient. It is necessary that she be a 
graduate nurse. Under her are a graduate nurse and a 
pupil nurse to work throughout the operation. The grad- 
uate nurse supervises the care of the instruments and 
sponges and sutures, and may allow the pupil nurse, if 
she has had some experience with minor operations, to 
handle the instruments and sutures under her supervision. 

Sister: Will this make possible a good technique? 

Sister: Yes, but there must be a well trained Sis- 
ter or graduate nurse to supervise. There should be an 
unsterile graduate nurse to handle all unsterile material 
and be ready for an emergency that the sterile nurse 
could not handle. If there is a Sister who is a graduate 
nurse and a supervisor, she may take charge of the op- 
erating room. But if she is sterile at the time she must 
have an unsterile assistant. This Sister is not engaged 
mm any actual service. She is only in full charge of the 
eperating room, with sterile and unsterile nurses under 
er. 


Sister: We have a suture nurse who handles sutures 


and instruments only. The pupil nurse handles sponges. 


This discussion took place Tuesday morning, July 10. 
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Sister: We have five sterile and two unsterile nurses 
in the operating room and try to place as much responsi- 
bility as we safely can upon the pupil nurse. One criticism 
of graduates has been that they are not really prepared 
for the responsibility that actual service places upon them. 

Sister: We have a surgeon and his assistant, and 
two nurses, one graduate at the suture table (two if the 
case is heavy), and one senior nurse. 

Sister: We have no training school and therefore no 
pupil nurses. Our personnel in the operating room con- 
sists only of one sterile and one unsterile nurse with the 
doctor and his assistant. 

Sister: We have two sterile nurses, two unsterile, 
and a supervisor. Two are graduates to handle instru- 
ments, sutures, and sponges. 

Sister: We have a surgeon and an intern, a Sister 
supervisor, two sterile and one or two unsterile nurses. 

Father Mahan: There seems to be no definite num- 
ber absolutely required for the operating room personnel. 

Father Moulinier: A census of this group shows that 
not one is completely satisfied with the technique in her 
hospital. It is this recognition of deficiencies that makes 
progress possible. Now what would you like to have as 
an operating room personnel? 

Sister: Three nurses, two sterile and one unsterile, 
and a supervisor who is a graduate nurse. 

Sister: It is not only highly desirable that there be 
one graduate nurse, It is necessary. 

Father Moulinier: In general, isn’t it better to have, 
besides a skillful supervisor, a graduate nurse? Think 
about this, and introduce it in your hospital if you can. 
If you can’t, do the next best. Aim at the very ideal and 
put it into effect whenever it is possible. Isn’t it a good 
test of operating room technique to ask what we would 
want done to us if we were patients in the operating 
room? I think the Golden Rule is a safe and Christ-like 
principle, and when we get our Normal School we’re going 
to emphasize these things through supervisors whom 
everybody will be safe under. 


Each hospital must, of course, accommodate itself to 
its school, its doctors, its type of people, and other local 
circumstances. And about the doctor who is never sat- 
isfied until he has things just the way he wants them, I 
want to say that he is the right kind. The more particular 
the doctor is about the patient, the service, and the nurses, 
the better he is. 

Father Mahan: In every hospital with a reputation 
for good technique there has always been one such par- 
ticular man who has had a battle all along the line, argu- 
ing and insisting, not for the sake of trouble making, but 
out of devotion to right principle. Usually these are men 
who have gone about, visited the best centers of surgery, 
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kept in touch with the best in their profession, and are 
dissatisfied until they get it for their own institution. 
Such doctors are valuable to a hospital. They keep you 
going. And they are not to be so discouraged that they 
will give up their effort or probably go where they will 
have better response. 

From this discussion, then, we might conclude that 
the nursing personnel of the operating room should have 
as a minimum, a competent supervisor with three nurses, 
two of whom are graduate nurses. 

Father Moulinier: I know that some of the Sisters 
here have trouble with doctors’ assistants who come in 
because they have referred cases to doctors in your hos- 
pitals, Ten represented have doctors who bring in their 
own first assistant. I would like to know how you are 
assured that this assistant has the proper qualifications. 

Sister: We investigate, and if the assistant is incom- 
petent we do not permit him to serve. 

Father Moulinier: The bringing in of incompetent 
assistants has justifiably led to the suspicion of fee-split- 
ting. This refers only to the employment of an incompe- 
tent assistant. It has no reference to the doctor who puts 
on a robe and enters the operating room as an observer 
only. To keep up the tone of your hospital you must 
tactfully and prudently provide for the elimination of all 
sources of fee-splitting. All of you realize how danger- 
ous to the patient is even a third assistant who is not 
fully qualified. 

I know of one surgeon who has a woman doctor as 
his first assistant. A fair number of doctors have as first 
assistants women trained to this service. Don’t get an 
ignorant prejudice against this practice. But be watchful, 
and be sure that such an assistant is capable. The sur- 
geon’s first obligation (after the patient) is to his own 
profession, and he has a duty to help the young man 
starting out in medicine to become an efficient surgeon. 
If you are not helping the surgeon do this, you are not 
fulfilling your obligation, Only in this way can you pro- 
vide for well trained surgeons in the future. Likewise 
be watchful that the Sister who acts as first assistant is 
thoroughly capable. Never let the thought of economy 
enter into the consideration of this service. 

Father Mahan: Is it possible to require uniformly 
that a doctor have only one or two definite assistants who 
are regularly associated with him, and that he be not per- 
mitted a permiscuous choice in this matter? This is 
the practice in nearly all the best hospitals of the country 
and it is bringing about the care of the young medical 
man by giving him real training. It makes a future for 
the hospital. I believe hospitals thus far have not suf- 
ficiently directed this choice of assistants. I know of an 
outstanding staff in a very outstanding hospital and I have 
found through inquiry that its formation was more or 
less in the hands of the chief; not entirely. This is as 
it should be I think. Now, where it is possible, should 
hospitals require definite assistants to eliminate having a 
different one for nearly every case? 

Sister: St. Bernard’s, Chicago, has already made 
this effort. 

Sister: St. John’s, Cleveland, has had such regula- 
tion for some time. We insist on a resident assistant 
intern, and by employing a rotating system we never 
have any outside men come’in. 

Father Moulinier: I think this regulation may be 
questionable in its wisdom when it is made absolute. The 
young intern who has not gradually gone from minor to 
major service may not be safe as a first assistant. If 
you don’t give surgeons an opportunity to develop a group 
you aren’t doing all you might for the patient, for sur- 
gery, and for the public. 

Father Mahan: There is a conviction here that there 
should be regulation regarding the choice of first assist- 
ants. Therefore difficulty need not be an argument for 
our not trying. It requires a great deal of tact, patience, 
and quiet, persistent effort along a certain line. If we 
can come to this definite decision, a thoughtful program 
and propaganda can put it through with your individual 
effort and the assistance of HOSPITAL PROGRESS. 

We have concluded, then, that for proper hospital 
technique it is requisite that there be restriction with re- 
gard to the doctor’s choice of an assistant, and that a 
hospital which is not aiming at this system is not aiming 
at the essentials for proper hospital technique. 

, Its Keeping Up to Date. 
__ , Sister: If we are to keep up to date in these things 
it is essential that we interest ourselves in other hospitals 
and that we read all the helpful matter we can secure. 
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Father Mahan: Therefore it is incumbent on Supe- 
riors to provide opportunity for such interest and reading. 

Sister: HOSPITAL PROGRESS helps us a great deal 
to keep in touch with the advance of hospital life. Also 
The Journal of the American Medical Association, The 
American Journal of Nursing, Hospital Management, and 
Modern Hospital. We should, in addition, attend meet- 
ings of the staff, and lectures of the doctors to the nurses. 

Sister: St, John’s has profited by keeping in close 
touch with the suggestions of doctors who visit other 
places. We try to encourage such suggestions by putting 
the good ones into practice. 

Uniformity. 

Sister: St. Bernard’s has two definite forms of tech- 
nique. But lack of uniformity makes it very difficult for 
the hospital. 

Sister: Minneapolis has attempted to have uniform 
technique, but so far has not been able to succeed. From 
the viewpoint of the Sisters, and the nurses’ training, lack 
of uniformity is not desirable. 

Father Mahan: The Sisters here have requested that 
HOSPITAL PROGRESS provide definite propaganda for 
the uniformity of technique in hospitals. Therefore, it is 
the sense of this group that it is desirable, so far as pos- 
sible, for all hospitals to have such uniformity. 

Father Moulinier: The difficulties toward this end 
are innumerable, but again, difficulty is no argument 
against a thing that is good in itself. I suppose it will 
be twenty-five or fifty years before the Catholic hospitals 
will be distinguished through the perfection of uniform 
technique. Where that is good it will be a wonderful 
thing. Of course, in the very nature of surgery there is 
an individuality which it would be wrong to overcome. 
Never think of uniformity as dominating the operating 
room and the doctor to the extent of depriving such orig- 
inality as would be good for the patient. The young man 
who will be a surgeon in twenty-five years from now will 
be less bent on having his own way just because it is his 
own way. Training will teach him that personal technique 
is good when it is good just in itself. We are thinking of 
uniformity for the average, and this is not easy in so 
difficult an art as surgery. Stress this, but do not become 
rabid about it. 

Father Mahan: The idea is to arrive at the essen- 
tials that should be found in every operating room. Dead 
uniformity is stagnation as well, and new ideas are always 
in place. 

Practical Ways and Means. 

Father Mahan: I suggest the consideration of a 
standing committee on surgical technique to keep the sub- 
ject alive in its possibilities and impossibilities. 

Patience and Obedience in Operating Room. 

Father Mahan: I take it that this subject is included 
in the training course for nurses, and that as a result the 
nurse does not give a personal interpretation to little 
unpleasantries which may occur in the operating room 
under stress. 

Father Moulinier: I would urge you to be patient 
with the doctors when they are working under strain, 
always with the understanding that there should not be 
avoidable show of impatience. 

Sister: Who is supreme in the operating room? 

Father Moulinier: The doctor has the privilege of 
operating and, therefore, is a part of the hospital in the 
case. But the Sister in charge represents the hospital, 
and the hospital has supreme authority. The sequence 
of authority is the Mother Superior, the Sister superin- 
tendent of the operating room, and the doctor, as a mem- 
ber conceded the right to come there. This means that 
the Sister can question his proceeding. As to technique, 
if you have built it up around him, you must recognize it, 
and in that sense the doctor is supreme. But he is not 
so absolutely. The hospital is in charge. The movement 
for organized hospitals has given them standing as legally 
responsible institutions. 

Sister: At our Minneapolis hospital the chief of staff 
usually confers with the surgical supervisor, and the chief 
of staff always inspects at the time of operation. 

Sister: Any strange doctor at St. John’s, Cleveland, 
is considered by the Sister in charge and the chief of staff 
or some other staff member, If they have not seen the 
man operate, he must have references. 

Sister: St. Catherine’s, Brooklyn, has an associate 
staff, and those doctors who are recognized are allowed 
> come in. Others must refer their cases to a hospital 

octor. 
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Father Moulinier: Some hospitals have an approved 
list, and a doctor not included is looked up before he is 
allowed to operate. The hospital, through its functioning 
authority, must know whether or not a man is fit for the 
responsibility, and there must be some definite machinery 
to discover this competence or lack of it. Under these 
conditions doctors will feel that they must act with the 
interests of the hospital at heart. - 

Opportunities for Young Men to Develop in Surgery. 

Father Moulinier: This involves the hospital in a 
great responsibility to the public, in giving the worthy 
young man proper opportunity to develop in surgery. 
Fifty per cent of the men who go wrong in medicine do 
so because they did not have the right opportunity in the 
hospital. The hospital now more than ever must give 
the young man the proper chance. It is a moral obliga- 
tion. Communities are in need of more well trained sur- 
geons. Hosp.tals are the only place surgeons can obtain 
such training, and because hospitals have volunteered to 


serve the public health, they have that responsibility. . 


Therefore, consider it as such. 

There are five medical schools in the United States, 
and two in Canada, conducted under the Church. The 
whole purpose and aim of the Jesuit order in these schools 
is to make better doctors and surgeons, morally and scien- 
tifically, because of the needs and rights of the public. 
Hence these are all Class A schools. 

You owe this service to God because you owe it to 
God’s creatures. Do all you can to develop this thought 
in your hospital. Perhaps you will find some opposition. 
If you do, you must try to break it down quietly and 
gradually. And if ever you have the opportunity, speak 
for the right that the young man has. Think what seven 
hundred hospitals can do with regard to this moral obli- 
gation to the young profession. You should pray for 
these young men every day. You should put high ideals 
into their minds whenever you have the opportunity. Let 
us be known as the fosterer of the young medical man. 

Father Mahan: Action of this kind will be one of the 
most effective blows against fee-splitt.ng, because the 
young man who is not given an opportunity in the hos- 
pital, where he will find the best ideals, will get it some 
place else by fee-splitting. I believe that every hospital 
should have a junior staff which is definitely a junior staff. 
Give the young medical man the opportunity for associa- 
tion with good men in his profession, and certain liberties 
in your hospital. 

Sister: This is a very good plan, but cannot well be 
worked out in a smaller place such as Janesville, where 
there are very few junior medical men. However, we 
might start with just the few we have. 

Sister: I think it would be an excellent arrangement 
in Minneapolis, and that many older medical men would 
be very glad to help in this. 

Father Mahan: The junior staff provides for the 
filling of a vacancy made by the retirement of a senior 
man in responsible position. It is good policy for the Sis- 
ters as well as for the doctors themselves. 

Father Monaghan, St. Louis: I foresee an immense 
amount of good in this Association. It will mark an epoch 
in hospital history. The Sisters are forcing others to come 
up to their high ideals and standards and the reaction 
should be very effective. 


DISCUSSION OF GROUP II. 
Father Mahan Conducting. 

Father Moulinier: I hope all the Sisters appreciate 
the value of knowing about departments they are not in, 
but may some day be in. Even though you may never 
be in the operating room, it is so important a feature of 
the hosp.tal that every Sister should be glad to know all 
she can about it, its general features and its special 
technique. 

There was a time when hospitals were almost entirely 
surgical. But we are passing from that phase to internal 
medicine and obstetrics. Nevertheless, the importance of 
surgery is such that the surgical center must by its very 
nature remain the most important part of the hospital. 
It is not exaggerated to say that hospitals are, have been, 
and will be, largely centered around the operating room. 

Every Sister, whether she be dietitian, laboratory 
worker or record keeper, must have a keen sense of what 
the operating room is. Hospitals are becoming more and 
more unified, carefully organized institutions, and every 
Sister should be interested in every phase. Hence this 
discussion should be of value to everybody. Technique is 


*This discussion took place July 17. 
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the way of doing things, and the fundamentals of tech- 
nique in the operating room apply to all technique in the 
hospital. mp 

Father Mahan: It is the consensus of opinion here 
that for the best technique the operating room should be 
located on the top floor, unless there is an annex. This 
location affords good light and is sufficiently removed from 
other patients, Let us consider how many patients an 
operating room can care for in an ordinary day, and how 
many hours the same personnel can work and remain 
efficient. 

Sister: 

Sister: 
normal. 

Sister: Every hospital should have more than one 
operating room, one of which should be an emergency 
room on the first floor. 

Father Mahan: It is evident that a patient operated 
on in the sixth hour of the day won’t receive the same 
care given to a patient operated on the first hour. If 
we can establish a safe norm, we can estimate the num- 
ber of rooms and personnels we need. From what has 
been said we may conclude that six hours would be the 
maximum norm of hours at which a normal personnel 
can work efficiently; that four hours would constitute a 
good normal day, and that five hours could be handled 
without injustice to the patient. 

Sister: I think the only necessary change in per- 
sonnel is among the nurses waiting on the surgeon, The 
doctor himself seldom has more than two or three opera- 
tions a day and the supervisor does not need to be 
changed. 

Father Moulinier: We must always think of the 
patient. It is only right and just that we establish a 
process which will protect the patient against a tired 
personnel. It might be better not to center operating 
room cases on a few days of the week, but to distribute 
them. Because of the patient, we must never over-burden 
anybody concerned with the operation. 

Father Mahan: To secure such a process, would it 
be possible ordinarily in the operating room to make up 
a slate of operations, scheduling one for every half hour? 

Sister: We could not very well make as exact a 
schedule as that. 

Father Mahan: Would it be reasonable to schedule 
one operation an hour? 

Sister: I think it would not be satisfactory. Some- 
times a surgeon runs into compl.cations, and a case might 
be hurried or delayed. It depends a great deal on the 
surgeon. Certainly it would not be wise to schedule them 
any closer than an hour. 

Father Mahan: We might say, then, that an ordinary 
case runs between forty-five minutes and an hour. Do 
somé hospitals bunch their operations with resultant 
weariness to the personnel, because there is only one 
operating room? 

Sister: I think this sometimes happens. There 
should always be three operating rooms, one for clean 
surgery, one for pus surgery, and one for emergency. 

Father Mahan: Can a hospital with two operating 
rooms properly handle an average of twelve or fifteen 
operation cases a day? 

Sister: No, it cannot. All those cases might be clean 
and require the same room. It could not even properly 
handle ten. 

Father Mahan: 


Six hours would be the maximum. 
I would th.nk from four to five would be 


This seems to be the prevailing opin- 
It would be a more nearly healthy regulation, then, 
to say that if a hospital handles more than eight clean 
cases a day it would need more than one operating room. 


ion. 


Father Moulinier: The Sisters here have expressed 
themselves as experiencing that there has been a more 
careful performance of operations and, therefore, an 
elimination of many which were unnecessary, since stand- 
ardization was introduced. Roughly speaking, about 
300,000 unnecessary operations have been hindered in the 
past five years. That is a real tribute to standardization, 
which emphasizes diagnosis. 

Father Mahan: What are the limitations of a Sister 
supervisor? What duties should she perform? And what 
preparation should she have before she is made supervisor 
of the operating room? 

Sister: She should be a graduate nurse and should 
have specialized in operating room work. This specializa- 
tion should include postgraduate work under a competent 
supervisor for not less than six months. 


Sister: If the graduate work is taken under a com- 
petent supervisor in the Sister’s own hospital, I think it 
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much more desirable that she study for a year. Much 


also depends upon the pefsonality of the Sister. 

Father Moulinier: This graduate work should be 
done under the closest supervision and should consist in 
the process of observation, assistance, and finally inde- 
pendent work. ; ; 

Father Mahan: What are the duties of the operating 
room supervisor ? ; 

Sister: She is responsible for the maintenance of 
technique in the operating room and for this reason should 
be free merely to observe and direct. 

Sister: I likewise think she should be free for super- 
vision, and that the clean and pus rooms should each have 
separate supervisors. ; 

Father Mahan: This duty of direction, then, would 
involve another duty, namely, that of knowing the duties 
of each individual that she might efficiently direct them 
and detect any failure. ; 

Sister: It is also her duty to instruct pupil nurses. 

Sister: In major operations is it advisable that a 
nurse, instead of a doctor, be first assistant to the sur- 

eon? 
. Father Mahan: If there is no possibility of getting 
an intern or a doctor, if the case must go on and the sur- 
geon must have an assistant, let the nurse serve. Other- 
wise, she should not. 

Father Moulinier: It is wrong theoretically to let a 
pupil nurse act as first assistant to a doctor. You are 
not fair to the patient if you permit it. The surgeon owes 
it to his profession to give surgical training to younger 
medical men. Every hospital owes it to the public and to 
the surgical profession to give the young surgeon every 
opportunity by having him work with its older men. _ 

Father Mahan: It is another duty of the operating 
room supervisor to be thoroughly conversant with the 
general technique of the hospital and of the doctors; also 
to be acquainted with varying techniques of other insti- 
tutions for the sake of comparison in determining whether 
the technique of her hospital is the best. 

Father Moulinier: It is very good for the supervisor 
to visit other hospitals if only to confirm the value of her 
own technique. ~- 

Sister: I think in the event of a clean case becoming 
infected, it is the duty of the supervisor to look into it 
and find the cause. 

Father Moulinier: There should be a well organized 
committee to run down any such occurrence. 

Sister: The supervisor should also make herself 
familiar with the nature of every operation that she may 
know if it is permissible. 

Father Mahan: Should the supervisor be capable of 
judging the surgeon’s technique? 

Sister: I think the hospital committee on technique 
should do this. 

Father Moulinier: Never allow a closed shop in your 
operating room. It should always be open to the Sister 
authority of the hospital and to the staff. If any man is 
afraid to operate before them there is probably something 
wrong. Do not only permit this open shop policy; en- 
courage it. I believe that after some years of experience 
the Sister supervisor should become a keen judge of the 
surgeon’s technique. And in all of her efforts she should 
have the whole Sister personnel back of her. If the op- 
erating room is going at one hundred per cent efficiency 
you have a blessed hospital. 

Father Mahan: Must the supervisor look up the 
schedule of operations for the next day or should she be 
informed regarding them? 

Sister: The doctors generally post their operations 
on the schedule board. 

Father Mahan: Has the supervisor the privilege of 
arranging the order of operations? 

_ Sister: Usually she has this privilege, but it is ad- 
visable to assign operations according to the preference 
of the doctors. 

Sister: Sometimes the office makes these arrange- 
ments. 

Father Moulinier: That will be all right if it is 
never done over the head of the supervisor. 

Father Mahan: There should be great care never to 
show favoritism in this matter. I have seen hospitals dis- 
rupted by the practice of favoritism. Should the Sisters 
assist doctors in major operations? 

Father Moulinier: I think the case identical with 
that of a nurse assistant. They should not act as assist- 
ants if it is possible to get a doctor assistant. 
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Father Mahan: Would it not be advisable to have a 
committee to decide whether certain operations should he 
performed? How can the Sister know? Has she a right 
to dictate to the surgeon? 

Father Mahan: Yes, I think such a committee ‘s 
advisable. The Sister can be informed through its regu! .- 
tions. In general the Sister has not a right to dictate ‘o 
the surgeon regarding his individual work. But when it is 
necessary she may act for the hospital inasmuch as s\e 
represents its authority. 

Father Moulinier: A Sister may even stop a doctor 
if she acts with certainty and in an official capacity. How- 
ever, she must do so with the greatest prudence and 
caution. 

Sister: Is it permissible in an operation to remove 
other than the affected organs, on the theory that they 
will soon be diseased ? 

Father Moulinier: No, we may never do evil to avoid 
a possible evil. 

Father Mahan: In answer to the question, is a Sister 
superintendent of operating work justified in remaining 
in an operating room during operations on screened cases? 
I would say that inasmuch as she is responsible for the 
full technique of the operating room I don’t see how she 
can be absolved. 

Sister: Is it necessary for Sister supervisors to scrub 
up for all operations? 

Father Mahan: No, because they don’t come into the 
field of operation. 

Sister: Why doesn’t the CATHOLIC HOSPITAL 
ASSOCIATION make it a rule to have a Sister supervisor 
in every Catholic hospital operating room? 

Father Moulnier: The Association has no direct 
jurisdiction over this. 

Sister: Should the operating supervisor write the 
pre-operative diagnosis ? 

Father Moulinier: She should see that it is written. 
It is well to bring the record up with the patient. 

Sister: We require our anaesthetist to examine the 
heart and urinalysis record of every patient receiving 
anaesthetic. 

Sister: Has the Sister supervisor in the operating 
room the right to interfere with an incompetent doctor? 

Father Mahan: The staff should pass on his com- 
petency. If it comes to the point where her decision is 
needed, she has the right and should use it. The patient 
is not the doctor’s patient exclusively. The hospital is 
above the doctor, though he is just as responsible as he 
ever was. There are two kinds of responsibility, legal and 
moral. Once the hospital co-operates with the doctor, 
it has a moral responsibility which is even higher than 
the legal responsibility of the doctor. 

Sister: Should nurses who are really no more than 
probationers, work about the operating room? 

Father Mahan: No, they should not. 

Father Moulinier: The natural tendency is to over 
spoon-feed nurses. Rather we must make them inde- 
pendent. There is only one way for them to learn and 
that is by practice, but practice must be at the proper 
stage of their development and under the most careful 
supervision until they are ready to work alone. From the 
point of view of the pupil nurse and for the general good, 
pupil nurses must be given some independent work. 

Sister: If the nurse doesn’t handle instruments while 
she is in the hospital, it greatly hampers her training. 

Father Mahan: She should gain every experience in 
doing the things that will later be demanded of her so 
that she may then do them well. 

; Sister: I think when there is a good supervisor it 
is not necessary to have any other graduate in the op- 
erating room. 

Sister: We have two pupil nurses in the operating 
room. A senior nurse scrubs for the instrument and 
suture nurse. A pupil nurse handles sponges and later 
has the opportunity to handle instruments and sutures. 

Father Mahan: The general expression of opinion 
here would indicate that the student nurse should have 
from six to eight months of operating room service. If 
she is especially adapted to the work she may later have 
the opportunity for further study. 

_. Father Mahan: What is the usual procedure in hos- 
pitals? Do Sisters select nurses from their own school 
for operating room work, or do they take applicants from 
other schools? 

Sister: We generally take on trial some one who has 
been recommended to us. 
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Sister: We make a practice of selecting our own 
graduates. 

Father Mahan: Is this a wise policy in general? 

Sister: I don’t think it is well to keep exclusively to 
one’s own school. I think it advisable to take students 
from other schools with good courses, to see their manner 
of procedure. 

Father Mahan: What of the general problem of 
selecting nurses for other departments? 

Sister: We do not make it a rule to select only from 
our own graduates. We prefer them if we know they are 
as capable as any others for the particular work; other- 
wise, we select from the next best training school for the 

urpose. 
' "Sister: I think we should not develop any tradition 
in selection that will hamper us in a broad choice. 

Father Mahan: If you keep up the custom of al- 
ways placing your own graduates exclusively, they are 
likely to develop the idea that they have the right to be 
placed when they have finished training. The graduate 
should not think she has an inalienable right to service 
in her institution. 

Sister: We have found that in employing nurses 
from other training institutions they often want to dictate 
to the supervisor. And I feel that in coming to us they 
should live up to our technique. 

Father Mahan: That would merely be a matter of 
administration. The person employed is not to rearrange 
or disarrange the establishment. 

Sister: I think an institution should thoroughly study 
different techniques, decide upon the best, and tell all who 
come into the hospital that this technique is to be fol- 
lowed. 

Sister: Sometimes nurses coming from larger to 
smaller institutions create dissatisfaction among the 
nurses by comparing the two. 

Father Mahan: Narrowness, with lack of freshness, 
is likely to come from the exclusive selection of one’s own 
graduates. Unmanageableness is also likely to result 
among nurses who think they have the first right. The 
older the hospital, the more difficulty there is. It may 
even tend toward division in the Community itself if car- 
ried far enough. All other things considered, one’s own 
graduates would be preferable. But their selection is not 
one of their rights. 

Sister: If graduate nurses from other places have 
new ideas that are workable and good, I see no reason 
why we should not adopt them. 

Father Mahan: The girl who comes from training 
in another city and equally good institution often hasn’t 
much chance in a large city. And if she does get in, 
other graduates do not always make it very pleasant for 
her. This is not a good condition. * 

Father Moulinier: Exclusive selection of your own 
graduates would indicate narrowness. It would be cut- 
ting off nurses from other schools who might be a help in 
broadening the education of the personnel in your hos- 
pital. If it is your policy to consider your own graduates 
primarily welcome, without excluding others, all right. 
The exclusive policy I know has hurt hospitals; it has 
hurt graduates and training schools. It seems to react 
on the school that tries to do it. It is a mistake, too, to 
take only your own graduates on private duty in the hos- 
pital. On the other hand, it is a serious criticism that a 
school does not help its own graduates; it is very wrong 
not to. But if you show kindliness, perhaps even a dis- 
position toward favoring them, the fact that you do not 
exclude others is an advantage to your school. 

Sister: Is it advisable to have an open registry? 

Father Mahan: It indicates a healthy condition, and 
it does not exist as much as it should. Hospitals suffer 
even more than nurses themselves, by developing a small 
clique of nurses on duty all the time. An open registry 
gives them all an opportunity. 

Sister: How often do you change your head operating 
room nurse, by whom I mean the senior nurse getting her 
training there? 

The general average was from four to six months. 

Father Mahan: Do you have your students train in 
the dressing room before they go to the operating room? 

Sister: We send them to the dressing room first. 
They have an elemental technique sufficient for that work, 
and we consider the operating room more important. (The 
Same opinion was expressed by the majority.) 

Sister: We send them to the operating room first 

ause in our hospital the nurse in the dressing room 


has full charge and we consider operating room work a 
necessary foundat.:on for this responsibility. 

Sister: I think it is unfair to keep the senior surgical 
nurse in the operating room four or five months. 

Father Mahan: Some surgeons feel that the hospital 
takes away a nurse just when she is beginning to be of 
service, and puts in a new one. 

Sister: I think this change would be made only when 
the second nurse was competent to go on duty. 

Sister: Our senior nurse scrubs for minor operations 
the first two or three months, later for majors. By the 
fourth month she is quite competent. The surgeon is not 
forced to accept inexperienced service because these nurses 
are working under others sufficiently long to know how 
to step in when it is necessary. 

Father Moulinier: The difficulty may often be due to 
the fact that the superintendent of nurses does not quite 
appreciate the delicacy and particularness of the surgeon. 

Sister: Sometimes we think the medical man too 
demanding. But when there is a large body of pupil 
nurses many changes are necessary to give all of them this 
training. The doctor sometimes feels there should be bet- 
ter service to the patient and less training to the nurse. 

Sister: I know of some places where the nurse only 
gets such training for six weeks. But there is a perma- 
nent nurse to assure continuity. 

Father Mahan: It is sometimes a tendency with sur- 
geons to overlook the welfare of the intern and have him 
put on his service; likewise with the nurse, the surgeon 
sometimes tends to build up his own personnel about him. 
Do not yield to this proprietorship. It is a bad thing for 
the hospital. Frequently this is true in the case of a 
surgeon who has given long service. Service should be 
recognized, but it should not have vested rights. And if 
you permit it, the time will come when you will be left 
pretty much unprotected. 

Sister: How many trained nurses are required to 
supervise five clean operating rooms? 

Sister: One for each, unless there is a suite of rooms; 
then one nurse may be able to care for two. 

Sister: We have one Sister in general charge of all, 
with three graduate nurses under her. In each operating 
room the chief nurse can carry a certain amount of the 
supervisor’s burden. 

Sister: I think one surgical supervisor is sufficient, 
if she has enough co-operation. Senior nurses, unsterile, 
wait on eight pupil nurses in our operating room. 

Father Mahan: There should be a head, and one in 
general charge to keep uniform management. Duties must 
then be delegated to graduate nurses or responsible senior 
nurses. 

Father Moulinier: This system is very good. Also, 
each operating room might be conducted as a unit in 
itself, although this is an unusual practice. 

Father Mahan: It would seem that if there were 
separate units permanently, there would gradually be 
quite a lack of uniformity in the practices of the operating 
rooms. It is human to differentiate. 

Father Moulinier: They can be kept uniform by 
weekly staff conferences. 

Sister: Should a pupil nurse be allowed to act as 
second assistant in a major operation? 

Father Mahan: This would not be likely to occur in 
a large city. Each surgeon often has a permanent assist- 
ant, and next comes the intern. It would be a question of 
a hospital with no intern. The thing to consider is, would 
it be good for the patient, and would it be good for the 
nurse? 

Sister: I wouldn't approve of it as a general thing. 
That is not her place unless in emergency. 

Father Mahan: Should the nurse be made to assist at 
male cases which are strictly screened? I think what 
service is required she should be ready to give. If she is 
not obliged to assist in a case like this she should not be 
called upon. 

Father Mahan: Should the hospital furnish a grad- 
uate nurse for each instrument table? 

Sister: There is no more reason for supplying a 
graduate nurse at the instrument table than at the sponges 
and sutures. 

Sister: We train them to handle sutures and sponges. 

Father Mahan: If graduate nurses are employed at 
the instrument table, what experience does the pupil nurse 
receive in this service? 

Sister: Observation, or trial under supervision if 
this is permissible. ; 
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What is the technique of a nurse in 


Father Mahan: ; ( 
accident cases where there is no assistant surgeon? 


Sister: In emergency the nurse may assume any 
responsibility to the extent of assisting in whatever the 
doctor asks her to do. 

Father Mahan: How often and when should the nurse 
in charge of the operating rocm receive postgraduate in- 
struction ? 

Sister: If she is a Sister she should go every year 
she can be spared to visit other hospitals. 

Father Mahan: Should the scrub nurse wear a mask? 

Sister: Yes, she should. ; 

Father Mahan: If some member of the staff persists 
in using chloroform, what attitude should the hospital 
take? 

Sister: The anaesthetist should decide what anaes- 
thetic is to be used. We do not allow the administration 
of chloroform. 

Father Moulinier: If you have a department of 
anaesthesia, points of that kind will be settled by them. 
Then there is no need of bothering the Sister in the op- 
erating room. 

Sister: We sometimes find chloroform good in cases 
of obstetrics or old people or children. 

Father Mahan: Can the Sister in charge of the op- 
erating room order that a sterilized gown be put on the 
patient on the operating table when the surgeon thinks no 
gown should be worn? 

Sister: If the hospital has certain rules in this re- 
spect, the surgeon cannot insist on such a point. 

Father Mahan: Surgeons will conform readily when 
they meet with firm policy. 

Father Mahan: When a doctor’s technique is not up 
to standard, what procedure should the surgical nurse fol- 
low? 

(The replies from the floor indicated that she should 
act through the organization, preferably through the com- 
mittee on technique.) 

With regard to doctors who are permitted to operate, 
they should have had a good internship, and they should 
have been with older men as assistants for a certain num- 
ber of years. This should be a general policy in guiding 
your decision. 

Father Moulinier: It is well to have a committee for 
this purpose and to insist that it function. There should 
be on hand either an executive or a special committee that 
is responsible for looking up all new medical men and see- 
ing them operate. I think the procedure now is for the 
staff to nominate a new member and for the Sister to 
make the final appointment. 

Father Mahan: All hospitals must see that provision 
is made for the development of young men in the pro- 
fession for the benefit of the profession, of the public, of 
the Sisterhoods, of the young men themselves. 

Father Mahan: If there be a division of opinion 
among doctors as to the quality of the operating room 
technique, how should the decision be made? 

Sister: It should be settled by a majority rule after 
thorough discussion. 

Father Moulinier: You will receive now from your 
doctors a response you couldn’t get five or ten years ago. 
They will at least agree to disagree and go ahead to the 
best interests of the institution. 

Father Mahan: Are all operations obliged to be 
posted the previous day? 

Sister: Yes, emergencies always excluded. 
good protection against questionable cases. 

Father Mahan: What would you do in the case of a 
doctor who brought in fake emergencies ? 

Sister: We would warn him that if he continued in 
this practice we would not allow him to operate. We 
have our operations posted by four the previous day. 

Father Mahan: Are Saturday afternoons and Sun- 
days free from operations ? 

Sister: We do not have any afternoon operations 
unless in emergency, and the same is true of Sunday 
mornings. 

Father Mahan: What method is employed in exclud- 
ing externs from the operating room in order to overcome 
the long standing practice of free and easy admission ? 

Sister: We do not allow any one in without a gown. 

Father Mahan: It is well to have one person respon- 
sible for overseeing this particular phase of hospital life. 


Father Moulinier: It is a wise rule to forbid access 


It is a 


to the operating room to all who are not concerned with 
the operation. 


That is what organization is for. 
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DISCUSSION: THE PROBLEM OF AUTOPSIES.'! 
Conducted by Rev. P. J. Mahan, S. J. 


Sister Gundisalva, St. Catherine’s Hospital, Brooklyn, N. 
Y., Presiding. 


Sister: At St. Agnes Hospital autopsies are often 
opposed, and by saying that we want to make an exami- 
nation, we frequently secure many that we would not 
otherwise have. We always assure treatment with the 
utmost respect and the doctors co-operate with us. The 
objections formerly made by undertakers have been over- 
come. If there is an interesting case, the Sisters in 
charge of it, or the Sister in the laboratory, may ask for 
an autopsy. From about fifteen to twenty per cent of the 
deaths at the hospital are followed by autopsies. 

Sister: We secure as many as we can at St. Joseph’s 
hospital in Marshfield, to find the cause of death. There 
is no difficulty with the undertakers. 

Sister: Our doctors in Minneapolis are eager for 
autopsies and the Sisters sometimes help them if they can. 
At times we suggest it to the family as a further exami- 
nation, and find that the manner of approach makes a 
great difference in their attitude. Our record includes 
autopsies, to arouse interest in them, and I have not heard 
of any trouble with undertakers. 

Sister: Our interns help secure autopsies and are 
very eager often to perform them themselves. We always 
have the Sister Superior and pathologist attending, but 
the doctor is not required to be present. Members of the 
family are sometimes better satisfied if they can witness 
the autopsy. We make the entire staff familiar with the 
progress of autopsies, and on the whole I think there is 
increased interest. 

Sister: Through the kindness of the doctors to the 
Sisters, and through the coroners, St. Bernard’s secures 
many autopsies. 

Father Moulinier: Perhaps there has not been suf- 
ficient concern in autopsies on the part of the individual. 
The scientific interest of your hospital as an institution 
is indicated more by the growing ratio of your autopsies 
than by any other one thing. Why? Because if the 
scientific spirit is in the Mother Superior, in all the tech- 
nicians, in the training school supervisor, in the Sisters 
and the nurses, it will be in the doctors. And if it is 
there they will appreciate that failure to get an autopsy 
they could get, is a scientific crime because it is failure 
to grow in scientific knowledge. 

In the Mayo clinic in seven years there has been an 
increase of from twenty-five or thirty to ninety per cent 
in autopsies. There are some hospitals where the main 
point of view is, “How did our number of autopsies in- 
crease in the last month?” If everybody works for them 
you will get them increasingly. It is good to have a com- 
mittee on the securing of autopsies, and it should be its 
pride monthly to present an increase in the ratio. 

At our first meeting nine years ago, I said it must 
be the boast of the Sister hospitals of the country that 
they have changed the attitude of the public toward autop- 
sies. Still there is a sluggishness and lack of movement 
in this matter. You who are in the operating room, you 
technicians, must carry the burden of the scientific prog- 
ress of your hospital. This is one of the indices of 
whether or not you are increasing in valuable service. 
The Catholic hospital has an obligation to the church, to 
science, to the patient, and to the public to be a promoter 
of science. Medical knowledge is probably promoted more 
at the autopsy than in any other one thing. Let your 
autopsy room be well equipped, with a capable man in 
charge, and find why you have failed in your diagnosis. 


AUTOPSY DISCUSSION—GROUP II. 


Father Mahan: We all agree that we should have as 
many autopsies as possible and that until then we aren't 
doing justice to our obligations. In one year in our Cath- 
olic hospitals we have a million or more patients. Thou- 
sands die. In a small percentage of these cases we have 
certainty as to cause of death. But the large number 
of uncertainties is unfair to the community. We are re- 
quired to make every possible advance in medical science 
and for that purpose we have to manufacture conditions in 
a medical school. Why, then, when we have before us 
these conditions in the human being, do we overlook our 
opportunity for further development? The failure to 
learn from misfortune, through false sentiment, is inde- 
fensible. There is a serious obligation on all hospitals 


1Tuesday afternoon, July 10, 1923. 
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to use every means in their power to increase the number 
of autopsies. Don’t be indifferent in your efforts. Make 
an earnest, concerted, definite drive toward that end. Con- 
sider what has prevented this in the past, and what you 
should do to correct it. 


ROUND TABLE DISCUSSION: THE EXPERIENCED 
ANAESTHETIST—THE TRAINING AND EXPE- 
RIENCE REQUIRED—TRAINING SCHOOL 
METHODS IN ANAESTHESIA.'! 

Conducted by Dr. E. L. Moorhead, Chief of Staff, Mercy 
Hospital, Chicago; Sister M. de Ricci, St. Catherine’s 
Hospital, Kenosha, Wis., Presiding. 


Dr. Moorhead: I believe the object of this meeting 
is more than anything else to bring out details for the 
various Sisters bearing upon our ideas with regard to 
anaesthesia. As a rule in hospitals, generally speakifig, 
we might almost say there is no experienced anaesthetist. 
Too often the service is given by interns, who generally 
do not like it and are more interested in the operation. 
As a result the anaesthetic is given poorly. 

I don’t know of anything more important to the sur- 
veon than a good anaesthetizer. I consider a good anaes- 
thetizer about seventy-five per cent of the work of an 
operation. How are we going to have these? The subject 
has been threshed out in court as to whether or not others 
than doctors can act in this capacity. If it were left to 
the surgeons of the country I am sure they would be a 
unit in advocating that the anaesthetizer be a Sister. I 
have had varied experiences with anaesthetizers—interns, 
professional anaesthetizers, and Sisters—and of all, I can 
safely say that the best anaesthetizer I have ever had has 
been a Sister. 

The reason for this is that the average young doctor 
is interested in what is going on and isn’t watching the 
anaesthetic. The Sister pays strict attention to her duty. 
She doesn’t administer anaesthetic once or twice and shift 
to something else; she stays at it, and becomes more 
experienced than any intern. I always say a good word 
for the advantage of the young man in medicine. It is 
required that he be so trained in his internship, so he must 
get some experience, but it must be under the most care- 
ful supervision. We have three Sisters who do nothing 
else but administer anaesthetic, and of course these Sis- 
ters must first be trained. 

The first problem is to select one suitable by tem- 
perament and nature to become a good anaesthetizer. You 
probably cannot realize the strain that is placed on a 
surgeon in having an anaesthetizer who is fussy, fright- 
ened, and an alarmist. The surgeon must devote his mind 
to his work. And the anaesthetizer must be one who can 
work along with him without exciting him in any way 
unless it is necessary. It takes a peculiar make-up for 
a successful anaesthetizer, and when the surgeon can have 
the assurance that such a one is co-operating with him, 
his work becomes a pleasure. 

Superiors should come in close contact with the Sis- 
ters under them and carefully select them for the various 
departments of the hospital. In none should they be more 
particular than in this. If the doctors are of the proper 
— ee and the Sisters are, things will go along very 
well. 

If you will reflect you will find that much unworthy 
blame is placed on the anaesthetizer. But to insure her 
against the probability of false procedure it is well to 
have a committee which sees to the proper instruction of 
the Sisters. No matter how much we have already learned, 
no matter what experience we have already had, I believe 
we are all able to learn something every day by listening 
to others. Let us have a free, general discussion. 

Father Mahan: Certain states, particularly in the 
west, have a law that only a doctor can give anaesthetic. 
Likewise we know that in the last two or three years a 
national organization of anaesthesia has been formed, and 
that a Research Council of Anaesthetizers has been 
created. From this we may judge that there is much 
ferment of thought in this field and that the usual result 
will come in the form of regulation and legislation. This 
indicates its importance and the concern the public has 
for it. Catholic hospitals must adapt themselves to the 
present trend of thought. 

Sister: In Minneapolis we have found that if the 
anaesthetist is good the doctor is satisfied and things 
move on better. If the anaesthetist is inexperienced, much 
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difficulty arises. I think it would be very well if the Sis- 
ters were trained as suggested. We formerly so instructed 
our pupils, but now train only graduate nurses. We do 
not have interns give anaesthetic. 

Sister: The anaesthetist means a great deal to the 
well-being of the operating room. At Mercy hospital we 
have Sisters giving anaesthetic. Our experience with in- 
terns was not satisfactory. 

Sister: When a Sister administers anaesthetic, is 
she or is the doctor, responsible for the patient? 

Dr. Moorhead: The supreme court of the United 
States has handed down a decision in such a case where 
the surgeon had tried to shift responsibility. The surgeon, 
and the surgeon alone, is liable for everything that hap- 
pens in the operating room. The Sister is working under 
the doctor, and he is responsible for her. 

Sister: What procedure of training is followed? 

Dr. Moorhead: The Sister is instructed by the doctor. 
Then the Sister, experienced, becomes the instructor under 
supervision of the doctor. 

Sister: What anaesthetic do you use in training? 

Dr. Moorhead: We give gas and oxygen to start with, 
then work up to ether. Chloroform is used only rarely. 

Sister: In my experience I have given gas and 
oxygen for an hour or an hour and a half. 

Dr. Moorhead: That only goes to strengthen my con- 
tention of the capability of a Sister anaesthetist. 

Sister: If the intern is not permitted to give anaes- 
thetic, where will he get his experience? 

Dr. Moorhead: He will get his service and experience 
under the Sister who is a trained anaesthetizer, but only 
with the experienced anaesthetizer present. This instruc- 
tion is not optional with the intern. But he is not re- 
quired to give more than sixty administrations during his 
internship. The intern has received his instructions in 
physiology and other fundamental subjects. He knows the 
physiological and therapeutic action of anaesthetic. But 
he has only had laboratory experience. When he becomes 
an intern he wants the practical application of theory. 
Consequently, he will work with one giving anaesthetic. 
If he is interested in becoming a professional anaesthetizer 
he will have the opportunity to follow it up. But as a 
surgeon he will acquire a great deal of knowledge regard- 
ing anaesthesia. Nevertheless, how often does a surgeon 
himself give anaesthetic, even if he knows how? It is 
very seldom. 

_ The intern isn’t stepping into the work of anaesthe- 
tizer with entire lack of knowledge and preparation. He 
has had the theory of anaesthesia applied to the lower 
animals, which give practically the same reaction as hu- 
man beings. Animals are used in the surgery and physio- 
logical laboratories, but the actual application comes to 
the medical man in the operating room and as he goes 
along in his various services. 

_Father Mahan: It is extremely important that there 
be in each hospital one anaesthetist, preferably a Sister, 
who is thoroughly trained. ‘Not every hospital has a doctor 
who is an expert anaesthetist. Therefore it is wise that 
every institution desiring a thoroughly established method 
of anaesthesia secure an expert at any cost, since proper 
training in succession depends upon this individual. The 
best in the country should be selected. It is also impor- 
tant that your anaesthetist keep in touch with the leading 
journals in his field of work, and that he keep in close 
touch with the pamphlets sent out by the Committee on 
Research, because there is a constant growth of thought 
in connection with anaesthesia. Regarding the intern, if 
you want to find out whether he really is to be trusted, 
find out how much study he has pursued beyond the actual 
demands of the curriculum and how much he has done in 
physiology. 

Sister: Is the continual handling of anaestheti - 
rimental to the health of the anaesthetist? vane 

Dr. Moorhead: No, I would not say so. However 
that may be, we cannot side-step an issue when it comes 
to taking care of a patient. If an anaesthetist becomes 
nervous it is probably because she is not of the right 
temperament or because the doctors she works with are 
not of the right temperament. The nervous equilibrium 
of all your Sisters will be upset if you allow incompetent 
doctors to enter your operating room. 

Father Moulinier: As a science, anaesthesia is 
learned in physiology. The giving of an anaesthetic is 
an art and because it is an art not everybody is capable 
of doing it well. To do a thing that requires delicacy and 
technique takes time. Therefore choose very carefully 
your Sister, doctor, or intern anaesthetist. In many hos- 
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pitals, especially in the east, they are establishing a de- 
partment of anaesthesia, with a capable doctor in charge 
responsible for those giving anaesthetic under him. In 
some places in New York they even look upon the head 
doctor anaesthetist as one of the most important con- 
sultants in all surgical cases. 

This can be carried out in any hospital. Skill is an 
individual gift which some may or may not have. The 
whole hospital country is lacking in appreciation of the 
fearful havoc done to the human system by club-footed 
anaesthesia, of which there is so much from the untrained 
anaesthetizer. We cannot be too conscious of the com- 
petency of the one who administers anaesthetic. 

We might analyze doctors into three types of anaes- 
thetizers: Those who conscientiously and carefully devote 
their whole time to it; those who want to give anaesthetic 
to learn some surgery; those who are incompetent to do 
anything else and in this way eke out a living. The last 
two are a menace to the patient every time. 

Father Mahan: Take this message back to your hos- 
pital and ask them to become wide awake to the move- 


ment. 
DISCUSSION OF GROUP II. 
Father Mahan Conducting. 


Father Mahan: As in the x-ray laboratory, so with 
anaesthesia, the usual procedure of development is agita- 
tion, propaganda, legislation. Certain parts of the coun- 
try have already passed legislation to the effect that only 
doctors can give anaesthetic. The state of Pennsylvania 
has taken action with regard to all technicians. 

It is important for us, then, to give serious considera- 
tion to the subject and to clarify our own thoughts that 
we may take proper action. A certain group has organized 
a committee on research in anaesthesia, and is sending 
out pamphlets in addition to being otherwise active in 
this particular field. It is important to see whether we 
agree with this program as it is being carried on, and 
accordingly to exert our influence. We can never allow 
an independent program to be forced upon us whether we 
would accept it or not. One of the main things for us to 
consider is whether only medical men should give anaes- 
thetic. We must give due thought to just what is required 
of an anaesthetist, and having formulated accurate ideas 
accordingly we must not be satisfied with one who has 
only the required minimum of training. 

Father Moulinier: We know that more damage is 
done by poor anaesthesia than science has tabulated. Try 
to develop in your mind a keen conception of what good 
and bad anaesthesia is. Only then will you help your 
hospital by your contribution of thought on this subject. 
We are trying to bring about a weekly meeting of Sisters 
in their respective hospitals in consideration of the patient 
and his betterment. We must discuss the advisability of 
nurse anaesthetizers as opposed to medical men. 

Sister: I think if a nurse has the right qualifications 
and is properly trained it is all right that she act as 
anaesthetizer. We have nurses doing this with the doc- 
tor acting as instructor and being directly responsible. 
I think Sisters give the best anaesthetic. They are more 
concerned with the anaesthetic alone than the doctor is. 

Father Mahan: That is true perhaps because Sisters 
are permanently engaged in that work and they acquire 
that which is frequently more important than theory, 
namely, the art of giving anaesthetic. 

Father Moulinier: One solution being agitated at the 
present time is the establishment in every hospital of a 
department of anaesthesia with a first class man at the 
head to see that Sisters and nurses are properly trained 
and responsible to him. There is no doubt in an unbiased 
mind that a woman is better for this work than a man 
if she is correctly chosen. She is more detached from 
the operation, and she is more delicately sensible to fine 
symptoms of need. Because it is an art, you have to make 
a selection. Some women never could be anaesthetizers. 
They have neither the fitting temperament nor intelli- 
gence. The science of it is simple enough, but the ad- 
ministration requires a keen watchfulness and sensitive- 
ness. The damage done by bad anaesthesia is fearful, and 
study indicates that it is likewise very considerable. It 
would be well to consider how many hospitals allow their 
pupil nurses to give general anaesthetic. 

_Sister: For the last six months we have given each 
senior nurse in her operating training the opportunity to 
give anaesthetic, preceded by demonstration and explana- 


*This discussion was held Wednesday morning, July 18, 1923. 
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tion. However, surgeons administer their own local 
anaesthetic. 

(Sisters from Aberdeen, Wash.; St. Paul, Minn.; and 
Watertown, Wis., reported that their pupil nurses do not 
give anaesthetic.) 

Sister: We feel this practice is required if a nurse 
on private duty is to be of full assistance to the doctor. 

Sister: We regard this as an issue outside of the 
training school. 

Father Moulinier: But would you not be in favor of 
having the senior nurse give a definite number of anaes- 
thetics under observation? The very fact that you give 
them lectures on anaesthesia indicates your appreciation 
of its importance. You partly prepare them to that ex- 
tent. If your course is short you may find it difficult to 
give practical training, but the senior nurse should have 
a little practice under proper observation. This may re- 
quire a special course. Nevertheless it will prepare her 
for actual need in emergency. 

Father Mahan: There is no doubt that the senior 
nurse should have some practical work in anaesthesia. 
If there is very strong objection to her working on human 
beings it is always easily possible to provide dogs for 
practical training. 

Father Moulinier: There is very little danger to the 
= in this, if an experienced anaesthetist is right 
there. 

Sister: One school which gives a course in anaesthesia 
requires the student to remain six months. During the 
last two months she gives anaesthetic alone. Demonstra- 
tions, of course, are given. 

Sister: When the hospital provides a Sister anaes- 
thetist, does the patient or the doctor receive the bill? 

Sister: The patient. 

Father Moulinier: Regarding responsibility, stand- 
ardization is bringing it about that the institution will 
be responsible for everything that goes on. From five to 
fifteen years ago hospitals were a conglomerate institu- 
tion. Now they are organized, unified, and responsible in 
a sense that they never were before. I believe the time 
will come when a hospital will not be permitted to operate 
without a license. Hence the importance of all Sisters 
getting clearer information, and a deeper insight into all 
hospital affairs. 

Father Mahan: In a number of cases when men have 
been dismissed from the staff they have taken legal action 
to regain their former standing. If the hospital is legally 
responsible, it follows that it will have the full privilege 
of selection. The matter of fees for anaesthetic differ 
with different hospitals. Some charge according to the 
amount used; others have a definite fee for all cases. 

Father Mahan: We will take up a number of ques- 
tions of interest and helpfulness to hospitals in general. 
Should the patient under anaesthetic be entrusted to the 
orderly alone on the trip back to his room? 

Sister: No. We always send a nurse and the anaes- 
thetist or doctor, with the patient to his room. 

Father Mahan: In emergency when there is no anaes- 
thetist available, is it customary for the supervising Sis- 
ter to give the anaesthetic? 

. Sister: She should be ready and competent to do 
thi 


s. 
Father Moulinier: It is our idea to give in the Nor- 

mal Training School here a theoretical and an animal 
course in anaesthesia; then to distribute the Sisters 
among hospitals within a radius of two or three hundred 
miles for their practical training. The same will be true 
of laboratory work. The school here will be affiliated with 
all these hospitals. 

Sister: Can guinea pigs and rabbits be used for prac- 
tical purposes ? 

Father Mahan: They may be used, but -for general 
practice the dog is more similar to the human being. 

Sister: Is general or local anaesthetic preferable for 
tonsilectomy in adults? 

Sister: Local seems to be better for the patient’s 
general well-being. 

Father Moulinier: The high grade M. D. anaesthetist 
is becoming an important consultant with the surgeon in 
matters of operation. I know one surgeon in Syracuse 
who never operates unless his anaesthetist has examined 
the patient carefully and assured him he is in fit condition 
for the operation. That is the advantage of a department 
in anaesthesia under an expert adviser. We know that 
susceptibility to anaesthetic is very different in different 
patients. We must have a clearer mind and consciousness 
developing in this matter. 
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The X-Ray Department 





John B. Zingrone, Director X-Ray Laboratory, Mercy Hospital, Chicago. 


reliable x-ray technicians, I would say that in 
order to enter the field of general radiography, the 
individual should possess the following knowledge: 

1. Elementary electricity or considerable knowledge 
of how to operate x-ray machines, how to prevent injury 
to the patient and himself, and damage to the apparatus, 
particularly the breakage of x-ray tubes. 

2. Sufficient knowledge of photography and chem- 
istry to obtain perfect results in the dark room work. 

8. Osteology and anatomy of all organs which can 
be demonstrated by radiography and roentgenoscopy. 

4. Sisters, high school graduates and graduate nurses 
are preferable for technicians. 


. S regards courses necessary to develop thorough and 


Equipment. 

The demand for x-rays as an aid to diagnosis in al- 
most every field of medicine or surgery has rendered the 
installation of an x-ray department a necessity in every 
hospital. Years ago-the equipment was regarded as an 
expensive toy of a crank. <A few years later it was con- 
sidered a necessary evil, and before its true value had 
come to be recognized, any corner not needed for other 
purposes in a hospital was considered good enough to 
house the x-ray equipment. With the growth in impor- 
tance of the subject and the increase in delicacy and cost 
of apparatus, the requirements of the x-ray department 
are receiving more and more consideration in all modern 
hospitals. Very often in the construction of a new hos- 
pital it is left to the architect or to some building com- 
mittee to decide the position and arrangement of the de- 
partment, and the advice of the roentgenologist is not 
sought in this important matter. Where work of such 
character is to be carried on, it is only reasonable and just 
that an expert be consulted as to the plans, arrangement, 
and equipment of the rooms. 

While I shall make an attempt to outline the require- 
ments of a model department, you will readily find that 
no plan can be made which will prove satisfactory under 
every condition. Among other things, we must consider 
the size of the hospital, the nature of the work to be done 
in the department, and the money available for equipment 
and maintenance. : 

Very often it has been stated that the x-ray depart- 
ment should be placed next to the operating rooms. This 
is more true in theory than in practice. For example: 
A great amount of dust and noise is created in the neigh- 
horhood of a busy x-ray department by the constant arrival 
and departure of the patients and by the operation of the 
apparatus. Our x-ray department in Mercy Hospital, 
Chicago, is located on the ground floor in close proximity 
to the emergency entrance and within fifty feet of both 
freight and passenger elevators. 

If the routine is established that all radiograms be 
examined by the surgeons in consultation with the roent- 
renologist, very few of the radiograms will be required in 
the operating rooms. Should this not be the case, they 
ean readily be sent there irrespective of the distance from 
the department. 

A model x-ray department should consist of the fol- 
lowing: 

1. Reception room—large and well ventilated. 

2. Executive offices including stenographie depart- 
ment and record filing cabinets. 

3. Diagnostic room for interpretation of radiograms 
with complete illuminating boxes and stereoscopic viewing 
apparatus. 

4. Fluoroseopie room with vertical and horizontal 
outfits, including x-ray machine for general radiography, 
rubber gloves, aprons, and mats for the protection of the 


‘Read July 11 and July 18, 1923. 
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patient and operator, with a lavatory adjoining to facili- 
tate the gastro-intestinal examinations. 

5. General radiographic room equipped with the 
latest type x-ray machine, including radiographic table 
with the Bucky diaphragm attachment and three Coolidge 
tubes, namely, fine, medium, and broad focus, lead lined 
boxes for the preservation of films, a stereoscopic outfit for 
either vertical or horizontal stereo-radiography, lead num- 
erals and letters for the marking of radiograms. 

6. Therapeutic room with a high tension trans- 
former, four x-ray tubes of the latest model, a wooden 
table, tube stand, lead glass casing around the tube, sev- 
eral sheets of rubber containing forty per cent lead for 
the protection of the patient. 

All walls, ceilings and floors of each and every one of 
these rooms should be lead lined, with at least one-eighth 
inch lead sheeting, but especially the treatment room, 
where intensive treatment work is done. 

7. Machine room containing the machines for oper- 
ating in both rooms, which will avoid necessary noise and 
protect the operator from the rays and exposure. All 
these walls should be leaded and in the event that an extra 
machine room can not conveniently be installed, a booth 
should be arranged for the operator, having a lead glass 
window in it. Otherwise a lead glass revolving window 
is arranged with the level of the eye so that the operator 
can view and if necessary talk to the patient. 

8. Dark room with ventilating system, developing 
tanks, drying equipment, scales for measuring chemicals, 
intensifying screens, racks for drying films, and many 
other small but very necessary things too numerous to 
mention. 

9. Store room for chemicals, films and the portable 
x-ray machine, which can be transported to the patient’s 
bedside. This room for storage should be at least seventy- 
five or one hundred feet away from the field of operation 
to avoid fogging films, ete. 

10. Dressing rooms and lavatories enough to accom- 
modate the patients according to the size of the hospital, 
and 

11. A preparation room for the preparing of the 
emulsions for the gastro-intestinal examinations and the 
storing of linens, ete. 

All this equipment, as I have previously stated, de- 
pends largely on the size of the hospital, and the number 
of cases handled during the course of a year. Every in- 
stitution is a problem in itself when it comes to the estab- 
lishment and equipment of the x-ray department, but the 
foregoing will give you a general idea. 

Comfort of Patients. 

All patients who are to have an x-ray examination 
should be informed by the attending physician or the Sis- 
ters or nurses in charge, that the x-ray examination is a 
painless procedure and that it is very essential to the 
doctor in making his diagnosis. 

The x-ray machines should be tested out before the 
patient enters the x-ray room. This will avoid all unnec- 
essary noise, which adds greatly to the patient’s comfort. 
The technician should place himself or herself in the pa- 
tient’s position and be kind and courteous and especially 
careful in moving the patient to the proper position for 
the desired examination. 

I find this a very good rule to establish in the depart- 
ment: No dressings or casts are to be removed by a tech- 
nician without the attending physician’s consent or order, 
either verbal or written. Also, no radiograms, under any 
circumstances, are to be shown to another physician or the 
patient without the verbal or written order of the attend- 
ing man. This will avoid a great deal of annoyance and 
trouble. 
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In our x-ray department, where a large volume of 
work is done during the year and many out-patients are 
admitted for examination, we have a supply of regular 
operating room gowns with ties (no buttons) for the male 
patients, and plain nightgowns, without buttons, for the 
female patients. This adds greatly to the comfort of the 
patients, especially in cases of gastro-intestinal and urin- 
ary examinations. 

Technician Not An Interpreter. 

Technicians as a rule are not interpreters. If the 
person in this work has little or no medical training, he 
remains a technician unless by a combination of mental 
gifts, opportunity, and effort, he acquires the other neces- 
sary knowledge. The more widely experienced man who 
cultivates a new technical method, acquires the physical 
equipment and uses it along with his other methods, be- 
comes, of course, a broader and more efficient man than he 
was before, a higher type of specialist. If he chooses to 
hand over the more mechanical part of the work to his 
assistants, he is still at an advantage over those who have 
all that he has, except the finished technical knowledge, 
just as he also has an advantage over the technician. If 
such a person as I have described has a large amount of 
work, if he does original investigation, keeps up with the 
literature on the subject, imparts his knowledge to others 
through addresses, articles, and books, he occupies just as 
important a position as any specialist and will have the 
same sort of recognition. 

In interpreting, a great deal of knowledge is neces- 
sary, and a very wide field of experience. I spent eight 
years with the late Dr. J. B. Murphy and during the past 
six years have held the position of director of the Chicago 
Mercy Hospital x-ray department, and I feel there is still 
a great deal left for me to learn. 

In small institutions the attending physician usually 
reads or interprets his own radiograms, while in larger in- 
stitutions the roentgenologist is called upon to interpret 
the radiograms and make out a typewritten duplicate re- 
port on every case examined. The original report accom- 
panies the radiograms leaving the department or is at- 
tached and made a part of the patient’s record, while the 
duplicate is kept on file in the x-ray department files. 

Legitimate Profit Only. 

What is considered a legitimate profit? In reply, I 
will read you a list of the prices on x-ray examinations at 
Mercy Hospital, Chicago, which may be of interest to you. 
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Finger—One view .............- $3.00 2 views $ 5.00 
| eee 5.00 2 views 7.00 
OS eee ee ree 5.00 2 views 7.00 
Wrist—One view ............... 5.00 2 views 7.00 
Elbow—One view ............... 5.00 2 views’ 7.00 
Ankle—One view ............... 5.00 2 views’ 7.00 
Knee—One view .............--- 5.00 2 views’ 7.00 
Arm—Any part according to number of 

DE ccclnadusescGhedleate wana aabanene $7.00 to $10.00 
Leg—Any part according to number of 

BE Suni dia eaves esiniwacee eucgenee 7.00 to 10.00 
Shoulder, two views, or three if necessary. . 10.00 
ES eae ae ae 7.00 
I a i aah Bis ceiling ip dng W ome 10.00to 15.00 
Stereoscopic views of skull............... 10.00 to 15.00 
EY MR s aide cstbaneuienan eww 1.00 
I et Na ie rng aN balm ticain tla care araaciara 5.00 
RR ee eee 10.00 
Entire pelvis, including both hips........ 10.00 to 15.00 
Stereoscopic views of pelvis.............. 15.00 
EN SS eee 10.00 
Stereoscopic views of chest............... 15.00 
EE BO Ee eee 10.00 
Both kidneys, ureters and bladder........ 15.00 
Spine (any part), one view.............. 10.00 
Spine (any part), two views............. 15.00 
I ele atan wees kan gh ake 25.00 to 50.00 
Localization of foreign body in eye....... 15.00 
RN ag ice wine ee dina agian 10.00 
Stomach and intestines, according to the 

amount of work required for examination 25.00to 50.00 
Intestines, including barium enema....... 15.00 
Fluoroscopic examinations without radio- 

OI ES ee SE egal ye gene ee 5.00 to 10.00 


(The fluoroscope will be used for any of the 

foregoing cases, if necessary, without ex- 

tra charge.) 
X-ray treatments: Charges will be made 

according to the case and kind of treat- 

ment which is required, ranging from.. 5.00to 50.00 

During the year 1922, Mercy Hospital records show 

a total number of 3,201 x-ray examinations, which wer 
as follows: 


Stomach examinations ..................00e- 738 Cases 
SmbeetIMe! GUAMAIIMEIONS 2... 6.00 occeccccccccs 218 * 
ey CE os sie eicmesaneeneecce i 
Esophagus examinations ..................6. —_— = 
Ee ee ee — 
I, oa ols Sik diay wie i amin ini | i 
I ar apmlae 252 “ 
PCS IO RE PEE POT Eee ne 301 “ 
EER rr eR em 3 
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Shoulder examinations aie wind wwal ebeoe dataatone 


Se ck. Ch ceneeddetuane we waee 264 “ 
Eo cncceceweneecaeecaeenwne 144 “ 
IE Se ae ener oem mnnepee SS * 
I a ones a wea nee ee a? 
I i ee ne ces ea Wel 346 * 


3,072 Cases 

Out of this total number, 27 per cent were “no charge” 
and free cases. 

According to these charges and this volume of work, I 
have been able to conduct the x-ray department on a basis 
of ten per cent profit over and above all expenses, which 
we know are very heavy, especially the first few years 
when the equipment is being installed. I consider this a 
legitimate profit for the reason that a hospital should not 
expect any profit from the x-ray department if it gets 
enough returns to warrant its paying for the investment, 
current expenses, and space occupied by the department. 

We all know that there is hardly a department in the 
hospital at the present time that does not depend on the 
x-ray for assistance in diagnosis. So true is this that one 
could without exaggeration modernize an old saying thus: 
“All roads lead to the x-ray department.” This is applied 
in no boastful spirit, but rather to point to the great re- 
sponsibility which now rests on the x-ray department. 

I have added to this paper a few general recommenda- 
tions: 

I firmly believe it is the duty of those in charge of the 
x-ray department to insure efficient protection and suitable 
working conditions for the personnel. The hours of work 
should be not more than seven per day, with Sundays and 
one-half day per week off duty, to be spent as much as 
possible out of doors. Vacation of at least two weeks a 
year should be compulsory. Sisters and nurses employed 
in the x-ray department should not be called upon for 
‘ther hospital services. 

There should be perfect ventilation by installation, of 
i suction outfit and electric fans besides the air-cooling 
system. 

X-ray tubes for screen examinations should be as- 
‘ompletely as possible enclosed in protective material 
quivalent to not less than two millimeters of lead. 
Fluorescent screen should be fitted with lead glass. Have 
‘rotective lead, and rubber gloves. Walls of the therapy 
department should be lined as previously stated with lead 
pproximately two millimeters thick. 
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With the object of increasing progress toward the pro- 
tection of radiologists, the American Roentgen Ray So- 
ciety has appointed a safety committee which is formu- 
lating certain problems to be worked out with the United 
States Bureau of Standards at Washington, D. C. This 
will classify all laboratories and standardize the protective 
devices necessary for the operator’s safety. 


DISCUSSION OF MR. ZINGRONE’S PAPER— 
GROUP Is 


Mr. Zingrone: X-ray technicians of the caliber we 
want to use are very scarce. Many know the mere method 
of taking the picture, but my experience in teaching tech- 
nicians has been that the Sisters serve most efficiently. 
When they undertake a thing they have its interest at 
heart. They want to make good for their institution, and 
they do. Judgment and common sense are also important 
factors. As regards the registration of x-ray technicians, 
I think it may be all right in large cities, but I do not 
think it would be practicable in a small place. I would 
say, never do any therapeutic work without the consent 
of the doctor. And in closing, if there are any Sisters 
who want to enter this field of work, I will be glad to 
communicate with them regarding technique. 

Sister: Is it proper to show a plate on request of 
the patient? 

Mr. Zingrone: Never show a plate without a written 
order from the doctor. 

Sister: Whom does the plate belong to? 

Dr. Moorhead: That depends upon the understanding 
with the physician. The x-ray is a part of the patient’s 
record, and the patient has no actual right to it. 


DISCUSSION OF MR. ZINGRONE’S PAPER. 
GROUP IIe 

Sister: Should a technician who is not an M. D. make 
a diagnosis of an x-ray plate? 

Father Mahan: He may after years of experience 
and reading, if the doctor asks for and is willing to accept 
this diagnosis. But the doctor is legally responsible. 

Sister: We allow it if the diagnostician is not avail- 
able. But we check up daily on all interpretations with 
the diagnostician. 

Sister: How long should x-ray films be kept? 

Father Mahan: It is the practice in some hospitals 
that films showing any special interest to pathology be 
kept indefinitely; others according to the needs of record. 

Sister: We keep all films ten years. 


‘July 11, 1923. 
*July 18, 1923. 
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Sister: Should x-ray plates be given the patient to 
show a doctor, without the consent of the attending 
physician? 

Father Mahan: No, they should not. There is here a 
joint ownership between hospital and doctor. 

Sister: If x-ray pictures are partly the property of 
the hospital, what should be done when a patient calls for 
a plate with a written order from the doctor? 

Father Mahan: In a case of that kind the hospital 
must act according to its best judgment. 

Sister: We keep our film records complete by making 
me whenever it is necessary to supply an order for 
them. 

Sister: Is it sufficient for the doctor to only dictate 
his interpretation, or must he himself sign it? 

Father Moulinier: If he is the interpreter, its scien- 
tific value is nothing without his signature. 

Sister: How can funds be acquired to retain full 
time men in the x-ray department and laboratories? 

Father Moulinier: X-ray and laboratory findings 
have become scientific necessities. They are no longer 
luxuries and extras and they are no longer dependent upon 
the choice of the patient. The present day medical man 
uses x-ray findings for his diagnosis. Hence the distinct 
tendency to finance all laboratory tests on the basis of 
necessity, and therefore to do away with the attitude that 
they are extras. The public mind may not be ready for 
this now but that time will come. The tendency must 
inevitably be to make a flat charge upon every bed. Today 
the laboratory test is almost an absolute necessity in every 
case if you are to give modern, up-to-date scientific service. 
The thought now is to calculate the cost of these tests 
and spread that amount over the whole institution, so 
much per bed. The idea of an extra charge is based on 
an old conception of those things. 

If doctors come to want this system, the people will 
soon accept it. It will help simplify the financing of hos- 
pitals and it will free you from the annoyance of extra 
charges. You can be spared the difficulty of over-applica- 
tion of laboratory work by a weekly conference. 

Sister: Should other than staff members interpret 
x-ray plates? 

Father Mahan: A great deal of skill in interpretation 
is acquired only by experience because of the modification 
which defects make in a film. The desirable thing is to 
have an expert for this work, although young medical men 
are receiving more and more of this training in their 
medical course. 

Sister: Should some staff member be in full charge 
of the x-ray department? 

Father Mahan: It is desirable that there be a com- 
mittee with one man at the head. And I think it is well 
for a hospital to defray the expense of sending this man 
to some especially good center of x-ray work. Not only 
this, encourage all your medical men, especially your 
young doctors, to go to such places for further observa- 
tion and study. 

Sister: May the Sister technician in charge of x-ray 
work give x-ray treatment without the consent of the 
doctor? 

Father Mahan: She is. understood to be under the 
direction and supervision of the doctor, and it would be 
very dangerous for her to do this excepting in certain 
standardized procedure. 

Father Mahan: Has the average doctor sufficient 
knowledge of x-ray work to read his own plates? 

Father Moulinier: Theoretically the surgeon should 
be the best interpreter of the surgical plate, because of 
his contact with the tissues and pathology of the patient. 
The difficulty is that surgeons and interns have not had 
experience in interpreting the shadows. The younger 
generation is knowing anatomy, physiology, and pathology 
along with the meaning of shadows and lights, and should 

be best. But I do not know whether the x-ray technician 
will ever cease to be a specialist. It is claimed that the 
particular skill of interpreting a laboratory test is so 
broad and detailed that it will always be specialized, but 
it should be otherwise. 

Father Mahan: Is radiographic exposure in case of 
pregnancy likely to cause abortion or miscarriage? 

Sister: We have had cases of this kind and with 


precaution we have found there is no danger. 
Father Mahan: The question is asked, is it customary 
where the hospital owns its own x-ray apparatus, and has 
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a Sister who is able to take all pictures, for one doctor 
to take his own patients’ pictures, use all material fur- 
nished by the hospital, make his own rates, and give the 
hospital half? This is not customary. It remains with 
the individual hospital to do as it sees fit. 

Father Mahan: Should x-ray work be done to diag- 
nose pregnancy? 

Sister: It should not be resorted to unless it is nec- 
essary. 


Father Mahan: 
it be safe? 

Sister: It would be safe in any month, but it would 
not be practicable until the fifth month. 

Father Mahan: How should the x-ray charge be reg- 
ulated? 

Sister: There should be a schedule based on the num- 
ber of films, the amount of penetration, etc.; briefly, on 
the cost of operation. 

Father Mahan: Should a patient in the hospital be 
forced to pay the same amount for x-ray treatments as 
that charged by a physician making x-ray examinations 
in his office? 

Sister: The hospital does this on a wholesale scale, 
the doctor according to retail rate. 

Father Moulinier: Some hospitals have had unfortu- 
nate experiences with retail men who install their own 
equipment. Altogether we have found this poor business 
and unsatisfactory, although in some cases there may 
have been a necessity for doing it, A hospital should 
rather borrow money to install its own equipment and 
prevent any later domination by the installing firm. 

Father Mahan: Are x-ray films better than plates? 

Sister: Yes; they take less room and they are better 
also for diagnosis. 

Sister: Is it advisable to have uniform x-ray records 
in all our Catholic hospitals? 

Father Mahan: Yes, if they are not allowed to be- 
come a restriction to progress. 

Father Mahan: It is very important not to have an 
x-ray made without the doctor’s consent. How much x-ray 
work should a doctor be allowed to ask for clinic patients? 

Sister: All that is necessary for proper diagnosis. 
The staff should check up on this. 

Father Mahan: Is x-ray necessary for the diagnosis 
of appendicitis? 

Sister: Sometimes it is. 

Father Mahan: What is the best method for filing 
x-ray reports? 

Sister: I think the card system, so arranged that the 
card leads both to the record and the films, by having the 
full report on the film envelope and a brief report in the 
card index. 

Father Mahan: Should a radiologist disturb the 
routine of his work to accommodate the doctors who wish 
to assist at the examination of their patients? 

Sister: No, he should not unless in a very excep- 
tional case. He should arrange an hour suitable to the 
doctor and if the doctor is late he should not be permitted 
to enter. This is the method we observe. 

Father Mahan: What are the precautions to be taken 
while giving an anaesthetic during an operation where 
the radioscope is being used? 

Sister: Those in attendance must be very careful not 
to come in contact with the wires. 

Father Moulinier: We hope to have model x-ray 
equipment here for our Normal Training School courses. 
f we succeed you will have it for demonstrations next 
year, One of the best equipments I have seen for this 
ar is at Misericordia Hospital, Eighty-sixth street, New 

ork. 

In regard to extra charges in a hospital, let me say 
that extras are to be admitted and encouraged where they 
are a case of personal choice on the part of the patient. 
Don’t be afraid of all the extras the patient can stand. 
Scientific service should be the same for all. On the other 
hand, when a patient can afford the best in furnishings and 
so on, give him what he wants. 

Charity means giving service for love of God, not for 
nothing. Patients cannot pay for what you do for them 
if your care is given in the right way. Let us then rather 
speak of free patients. All are charity patients. 


In what month of pregnancy would 














Infant Feeding’ 


Sister Mary Therese, R. N., Misericordia Hospital and Home for Infants, Chicago. 


UCH has been written on the care and feeding of 
M infants. However, it is only since the beginning 

of the twentieth century, which is called “the cen- 
tury of the child,” that a scientific study of cause and re- 
sult has been made. The experience thus gained has 
brought home convincing proof that mortality in infancy 
can largely be controlled and the death rate reduced. This 
study has drawn the attention of not only the medical 
world but also the thinking mind of the laity to the con- 
sideration of the fundamental factors which enter into the 
mortality of infancy. 

” It has been established that death is mainly due to 
gastro-intestinal diseases, which can be combated only 
through proper infant feeding. But the problems of in- 
fant feeding are as numerous as the infants to be fed, be- 
cause every baby is a law unto itself, and must be a separ- 
ate problem. For instance, one may have thirty babies on 
thirty different formulae. As it would be sheer folly to at- 
tempt to consider the subject in detail in a single paper, 
I can only present a few of the chief points as I have met 
them. 

The natural food for the infant is the milk of its 
mother and this contains some vital substance which is 
absolutely lacking in all other foods, no matter how accur- 
ately modified or scientifically prepared. God has given 
every baby a birth-right, its mother’s milk, and it is just 
as criminal to deny a baby breast milk as it would be to 
destroy its life before it could claim that right. Mortality 
statistics show that only one breast-fed baby dies during 
the first year of life, to every ten who are bottle fed. No 
one but a physician should undertake the grave responsi- 
bility of deciding whether or not a mother should diseon- 
tinue breast feeding. It is here that a nurse can prove her 
loyalty to her noble profession in convincing the mother 
that in nursing her baby she is performing a sacred mater- 
nal obligation and is bestowing upon her child the most 
loving act of kindness. Milk may be scanty at first, but in 
a few weeks there may be an abundance. It is true that 
while objections are met with, the majority of the mothers 
of today are beginning to realize the importance of breast 
feeding and are disappointed, even ashamed, if they find 
they haven’t sufficient milk to feed their babies. The super- 
iority of breast milk over any other food cannot be too 
strongly emphasized and breast feeding should be insisted 
upon by doctors, nurses, and all who deal with infants. I 
have seen babies who were actually dying, revived by 
mothers’ milk, and at present we have two such cases at 
Misericordia Hospital. 

If breast feeding is impossible as in cases of tubercu- 
losis, a wet nurse should be procured if possible. Failing 
in this, artificial feeding has to be introduced. It is here 
that we have to consider first, what to feed. The choice of 
the infants’ food cannot be left to the salesman, the cook, 
or the buyer. No one should select the food who has not 
a full knowledge of the requirements of infants and the 
qualities of infant foods on the market. The bargain ele- 
ment must not enter in. If the feeding of infants had to 
suffer because of expense it would be far better for an in- 
stitution to eliminate the pediatrics department entirely 
ind refer all such cases to the proper feeding stations. All 
substitutes are poor at best, but in the absence of breast 
milk the next best thing is without doubt cows’ milk, which 
when intelligently modified and scientifically prepared will 
meet the requirements of most cases of artificial feeding. 
When mothers’ milk is not to be had and fresh cows’ milk 
is not tolerated, various concentrations of Dryco, albumen 
milk, and butter-milk may be used. We have found Dryco 
especially useful when a child had an intolerance for cows’ 
milk. We are using it at present in a case of eczema due 
to cows’ milk intolerance. While Dryco is fed, the child 
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is very happy and the skin is clear. If cows’ milk is sub- 
stituted he becomes frenzied with itching and the eczema 
blooms and weeps within 24 hours. It is also invaluable 
when en tour as it can be purchased in air tight cans and 
can be handled with little inconvenience. Each feeding 
of Dryco must be made up fresh as a 24 hour mixture will 
precipitate. 

When a substitute milk is found one must feel his 
way, so to speak, with the sugars. We have found it best 
to start with a small amount of dextri-maltose No. 1 and 
then, depending on the character of the stools, to increase, 
decrease, eliminate or change to another form of sugar. 
We have used the three forms of dextri-maltose and also 
lactose, malt sugar, malt soup, malted milk, condensed 
milk, and cane sugar. 

That every individual needs a definite quantity of 
food to maintain nutrition is a well known principle of 
physiology, and since an infant doubles its weight in the 
first six months it therefore needs an extra supply. This 
definite quantity is best expressed in calories. There is 
nothing mysterious about calories as some are inclined to 
think; they simply mean that when a definite amount of 
food is utilized by the human body it has a definite food 
value and it will produce a certain amount of heat, energy 
and growth. We accept the caloric value as issued by the 
United States Bureau of Standards, and not that of the 
producers. A normal bottle-fed baby, according to Dr. R. 
H. Dennett, needs between 40 and 45 calories per pound, 
body weight. A moderately thin infant needs between 50 
and 55, and an emaciated infant needs between 60 and 65. 
It does not make any difference which method is employed 
in caleulating the caloric requirements provided the 
method used is thoroughly understood. 

Daily observation of stools is the best guide to correct 
infant feeding. It is here that we are enabled to detect 
errors in plenty of time to offset serious trouble. In suc- 
cessful infant feeding, stools should be saved twice a week 
and examined by the attending pediatricians. The for- 
mula should be checked according to the findings. The 
number of stools in 24 hours is to be considered, as well as 
the consistency, the color, the presence of undigested food 
material, mucus or blood. And the fact is to be borne in 
mind that some foods and medications will alter the ap- 
pearance of the stool. Normal breast-fed infants will 
defecate from two to four times in 24 hours; bottle-fed in- 
fants once or twice. Bottle-fed infants are often consti- 
pated and this offers one of the most constant problems of 
infant feeding. It is the management of this particular 
problem which requires a skilful knowledge of the sugars, 
for an increase of sugar ordinarily will relieve a mild de- 
gree of constipation. If the baby is old enough, fruit 
juices may be given. We have found, however, that a 
change of sugar is often attended with better results than 
an inerease of the unsatisfactory sugar. There is no way 
of anticipating just which sugar will give the best results. 
We have used dextri-maltose No. 3 and Horlick’s malted 
milk, and Borcherdt’s soup, with good results. If the baby 
will tolerate an increase of fat more whole milk may be 
added or a small amount of straight cream. Lack of suffi- 
cient water is often a cause of constipation. Unsweetened 
water should be given between meals to all babies, and 
ought to be given two hours before the next feeding. 
Babies often ery from thirst when mother thinks it has 
colic or something else. Crying is the only way babies 
have of talking and they cry only when they need some- 
thing. 

When a new feeding case is received it is kept in the 
observation ward for two weeks. It is a routine procedure 
for all new babies to have a nose and throat culture, eye 
smear, and urinalysis made. The Moro and Schick tests 
are given and all female babies have a vaginal smear made. 
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Also all nurses, nurse-maids, and attendants have nose and 
throat cultures made before being allowed to come in con- 
tact with the infants. In two cases we have found diph- 
theria carriers. It might be interesting to you to know 
that during the past two years we received from hospitals 
and institutions two cases of gororrheal ophthalmia, three 
eases of diphtheria, one case of whooping cough, one case 
of measles, three cases of otitis media, and a case of pem- 
phigus. Most of these cases when received were accom- 
panied by a note from a doctor stating that they were free 
from communicable diseases. 

Cases of which we know little or nothing, we start on 
skimmed milk with the addition of a small amount of 
sugar, until we have an opportunity to observe several 
stools. If the stools indicate that more fat can be handled 
we add two or three ounces of whole milk and observe the 
stool for 24 hours. If no excess fat appears in stools we 
gradually add whole milk until we reach the normal re- 
quirements of fat. It is much easier to avoid a fat intoler- 
ance than to overcome one. We have found that skimmed 
milk offers a good starting point in making up any for- 
mula. Sufficient food can be given in a skimmed milk 
formula plus water and a few drams of dextri-maltose 
until the stools show that good digestion and assimilation 
take place, when whole milk can be added and sugar in- 
creased. 

We introduce cereal to normal babies at the age of 
three months in the form of barley water. After 
a month or so on this if the baby takes care of 
it properly we increase to barley gruel and as soon 
as is feasible we begin to feed cereal with a spoon. 
When cereal is fed by spoon the barley gruel is eliminated 
from the bottle and the number of bottle feedings reduced. 
If this cereal is made in a double-boiler it should be cooked 
ten minutes over the open fire, then an hour and a half in 
a double boiler. If a fireless cooker is used the material is 
prepared the evening before and is ready in the morning. 

When the baby is nine months old we begin mixed 
feedings. The baby is taught to drink from a cup, and 
bottle feedings are discontinued. We have had splendid 
results from this mode of procedure, and our experience 
shows that babies are kept too long on bottle feedings and 
are not taught early enough to help themselves. After a 


few weeks on mixed feedings babies who refused to gain 
on anything else have made a decided improvement in a 
The average baby at birth weighs from six 


short time. 





HIS is such a big subject I feel I can not cover it, 

| there is so much involved. Our work commences 

even before the birth of the child, when every de- 

tail must be carefully thought out, and preparation be 
made for the reception and protection of the little one. 

We will consider first a normal case. 

It is necessary that the nurse scrubbing for the case 
should be familiar with every detail of the work entrusted 
to her. It is her duty to free the mouth of mucus by 
means of her cotton-wrapped little finger, taking care not 
to injure the delicate mucous membrane; to see that the 
eyes are cleansed with a piece of soft gauze. 

The little body is covered for protection. This cover 
is a small cotton blanket, specially kept for this purpose, 
and is always in the sterilized pack. Baby is wrapped in 
this and given to the care of the circulating nurse, who in 
turn wraps it in a woolen blanket, placing it on its right 
side. The eyes are treated with silver nitrate, one drop 
of a two per eent solution or two drops of a one per cent 
solution being instilled into both eyes, followed by a 
normal saline. 
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to seven pounds. It should gain five to eight ounces per 
week. It is only by careful weighings kept on a weight 
chart that progress can be determined. The important 
factor in the first year of life is growth and development, 
and to achieve this properly the baby must be fed the 
right amount of proper food at regular intervals, intervals 
marked by the clock, not guess work, for guess work is 
fatal in infant feeding. 

We feed all babies under six pounds every three hours, 
and all babies over six pounds every four hours. The 
amount depends on the baby’s age and weight. We also 
give all babies over three months phosporized cod liver oil 
three times a day. We begin with five minims and in- 
crease to one dram. At this age vitamines are also in- 
troduced in the form of orange juice or tomato juice, of 
which one ounce is given daily. : 

In the preparation of the feedings all utensils, bottles, 
pitchers, spoons, graduates, ete., should be sterilized, and 
the table on which the feedings are prepared protected 
with a sterile cover. These utensils should be used only 
in the preparation of feedings. In seeking to prevent in- 
fant mortality we are laying the foundation of a healthier 
and more resistant childhood, for it has been shown by 
Doctor Josephine Baker of New York and Sir Arthur News- 
holme of England that high infant mortality goes hand in 
hand with a high death rate between the ages of one and 
five. Therefore, we can truly say the hand that feeds the 
baby rules the world. 

Diet for One-Year-Old Child. 
Breakfast—7 A. M. 


Fruit—Any ripe or well cooked fruit. 
Bacon—One strip—well done. 
Cereal—Any cereal well cooked. 
Milk, 


~ ofor 


10 A. M. 
Cracker and glass of milk. 

Lunch 12 M. 
Potato—Baked, boiled or mashed. 
Vegetable—Any vegetable well cooked. 

Carrots, beets, green beans, spinach, 
flower, etc. 
3. Gravy. 
Dessert—Jello, custard, junket, ice cream, candy. 
3 P, M. 
Zwieback and glass of water. 
Supper—5 P. M. 
1. Cereal or milk toast. 
2. Bread and milk or spaghetti, 


ne 


cauli- 





Babies must be oiled, weighed, tagged, and dressed be- 
fore leaving the birth-room. In some hospitals their foot 
prints are taken; we do not take the foot prints. 

After baby is put into the nursery it must be watched 
earefully for bleeding from the cord, choking from mucous, 
discoloration of the skin, ete. 

Before beginning to bathe the babies, the nurse will 
see that she has everything for the morning work, make 
out the morning blank, record on it the weight of each day. 
the temperature, character of the stool, the ery, ete. 

Sponge babies carefully with castile soap and water 
each day. Expose the baby as little as possible while do- 
ing so, and be careful not to touch the cord. Apply dry. 
clean cord dressing and a clean binder each day. 

Use fresh, sterilized basin for each baby, and alway: 
use towels provided for the purpose, never diapers. Th« 
binders should be sewed on, not pinned. The tempera 
ture is to be taken in the morning and afternoon. 

Babies over seven pounds are to be taken to the mothe: 
every four hours; under seven, every three hours. Babie 
invariably lose in weight the first three days of life 
Sterile water should be given between feedings. Should 
baby continue to lose, it should be weighed before and 
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after each feeding to ascertain the actual amount received. 
If the amount is not sufficient (babies are supposed to re- 
ceive from one and one-half to two ounces per feeding) a 
complementary should be given according to the doctor’s 
orders. 

In considering abnormal cases we shall include instru- 
mental, premature, and cleft palate. When we suspect a 
difficult forceps delivery, we should place an extra nurse 
in the delivery room to take care of baby. Everything 
should be prepared in case of asphyxiation, such as the 
pulmotor, a sterile catheter for the removal of mucous, 
hot and cold water in basins prepared for this purpose, 
sterile water in a receptacle for Baptism. 

If baby does not breathe or cry after the usual 
methods have been employed—slapping on the back, cold 
water on the chest—stronger measures must be taken, such 
as Sylvester and Byrd’s methods of artificial respiration, 
plunging alternately in hot and cold water, placing the 
eatheter in the throat for removal of mucus, placing gauze 
over the mouth of the infant and blowing air into the 
lungs. 

It is often necessary to work with baby one or two 
hours, and special care should be exercised for several 
hours. All abrasions should be cleansed with an anti- 
septic solution, a dry dressing applied and kept in place 
by bandages or a cap prepared for this purpose. 

In a premature case, baby is immediately oiled, 
wrapped in absorbent cottom and blankets, and placed in 
an improvised incubator. Few of the incubators on the 
market have proved satisfactory. 

One of the best methods that I have found is to have 
a basket lined with absorbent cotton or wool, if obtainable, 
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put two hot water bottles between the first and second 
layers of cotton, then a thermometer. The child is placed 
between two other layers of cotton, and the basket must be 
large enough to allow the baby to be changed, oiled, and 
fed without being removed from the basket. Baby should 
be fed by means of a Breck feeder every two hours. The 
most important point is the keeping up of the body tem- 
perature. 

With the cleft palate, operative measures should be 
taken as soon as possible. A special feeder for this pur- 
pose should be used and the parts cleansed and treated 
with the same care used for surgical wounds. 

When there is a possible danger of baby dying before 
birth, by means of a sterile rubber tube placed by the 
doctor upon the presenting parts in utero, and sterile water 
poured through a funnel, Baptism may be administered, 
the person pouring the water, pronouncing the words. Or 
in another case where the head is born and there is a diffi- 
culty in delivering the rest of the body, Baptism may again 
be administered by means of sterile water. Nurses should 
use great precaution as we are apt to be over-zealous in 
our desire to baptize, especially in ease of children whose 
parents are not of our faith. 

In case of monstrosity, care must be taken of the life 
in the same measure as we would for a normal child. We 
have not the right to do anything or allow any procedure 
whatever that would cause death. 

The subject of Baptism has been explained so clearly 
in Father Finney’s book, Moral Problems in Hospital 
Practice, that I feel each Sister thoroughly understands 
her duties in this respect. 





Dr. M. L. Henderson, St. Joseph’s Hospital, Milwaukee, Wis. 


chology of the Expectant Mother and of the First- 

born mother,” can be somewhat shortened and still 
give plenty of subject matter. Therefore, I would like to 
confine myself to a somewhat limited discussion of the 
subject, “Psychology of the Expectant Primipara,” as you 
all understand meaning the young woman during her first 
pregnancy. 

Not being a psychiatrist, or even a person very well 
informed on psychology, I am of the impression that the 
subject ought to be handled rather carefully. Thus you 
will notice as we go along that I have remained rather 
close to the shore, and avoided the deep water for fear of 
drowning, as it is very easy to do when one gets into the 
deeper channels of psychology. But there are many inter- 
esting little shallow pools in the study of the mind and 
especially so at this particular time mentioned in the title, 
when one attempts to study and analyse the various types 
of women with their peculiar, individual, characteristics, 
and takes into consideration the well known fact that dur- 
ing the nine months of pregnancy, a woman is prone to be 
exceedingly emotional and sentimental. It is easily 
understood when we realize that the function of gestation 
affects every organ in the woman’s body, especially the 
nervous system. Pregnant women are more impression- 
able, subject to varying moods, are hyper-excitable, and 
sometimes a change in their character occurs, a quiet, 
sweet-tempered person becoming querulous and irritable, 
or vice versa. In olden times pregnant women were con- 
sidered morally irresponsible, and the condition was ad- 
vaneed in extenuation of crime. They are not reliable 
witnesses, perception being not so acute and interpreta- 
tion false. A tendency to melancholia occasionally de- 
velops, and real psychoses are not uncommon, especially if 


To subject as you find it on your program, “Psy- 


‘Read Wednesday afternoon, July 11 and 18, 1923. 


there is a family taint. These symptoms may be the ex- 
pression of a toxemia, as also may be neuralgias (espe- 
cially facial, sciatic, and dental), the tingling and numb- 
ness in the extremities, headache, and disturbances of the 
special senses—hemeralopia, amaurosis, tinnitus. The 
exaggerated reflex excitability of the nervous system is 
manifested by marked skin and tendon reflexes, even ankle- 
clonus, and by visceral reflexes, vomiting, indigestion. 
Some of these phenomena may be explained by the new 
theories of vagotonia. In the early months a tendency to 
sleep, especially after meals, is often noticed, and some 
women use this symptom to diagnose the pregnancy. 
Hysteric women suffer an exaggeration of their symptoms, 
and in them excesses of grand hysteria are more common. 

A sort of fainting spell is a frequent complaint of 
pregnant women. It is accompanied by palpitation or 
fluttering of the heart, sometimes with pallor, and occa- 
sionally by slight loss of consciousness, resembling petit 
mal. 

Therefore, we think the same as Mauriccau, who called 
pregnancy a disease of nine months’ duration. With this 
information to go on I would like to ask each primipara 
some time during her early months of pregnancy how this 
knowledge that she is going to be a mother reacts upon 
her. Does it seem to her the most amazing of miracles, so 
stirring in its beauty and mystery that she is eager and 
anxious to make ready for its coming? Is she willing to 
bear with its inconveniences and possible sicknesses, as 
well as gladly undergo the dangers and suffer the pain of 
becoming a mother? If so, this young woman is one who 
sees her motherhood as a coveted privilege, crowded with 
happy possibilities. 

Or does she belong to a second group, in which it 
seems to her only as a blight put upon womankind? It 
breaks in on her constant round of festivities. To her it 
is a nuisance, unfitting a woman for a social career and 
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making her discontented with her home and surroundings. 
She sees herself in the future, as a mother of children, and 
in the light of one to be pitied. 

Or maybe her answer would place her in a very large 
third group in which the young woman who is looking 
forward to motherhood is very often torn by sharply con- 
flicting emotions. Her eagerness to have a baby, and her 
happy anticipations, may be dimmed by fears and misgiv- 
ings, by superstitious and erroneous beliefs born of an 
ignorance that is little less than pathetic. This woman 
should have every necessary physical, moral, and medical 
help, for upon such help depends to a great extent the 
future well being of our land. 

In summing up, the three foregoing groups could be 
made to embrace practically all primipara, if taken from a 
mental classification only. One would be justified in the 
expectation that group one would include the largest num- 
ber of young women, because nature in her infinite wisdom 
has provided every woman from the time of her birth with 
a maternal sense and a desire for children. This is satis- 
fied during her childhood by countless dolls, upon which 
she lavishes untold eare and affection even into advanced 
puberty. But as maturity is reached, these no longer 
satisfy the woman, and her longing for rea) motherhood 
asserts itself, with the natural result of expression and 
mental feeling, as indicated in group one. We are, how- 
ever, dealing not with the ideal, but with a society cursed 
by many man-made social conditions requiring a higher 
education of women. Therefore our young girls are sent 
to school, with too long hours of study for nine months 
in the year. Later comes high school and college, with 
their increased mental strain and competition, and this in 
one of the most important times of their lives, when they 
need the greatest outdoor freedom and exercise. Brain is 
developed at the expense of body, and with this is strong 
ambition for a career, social or otherwise. And finally 
comes marriage when only too often the young woman is 
hardly more than a mental and physical wreck, in whom 
the maternal feeling has been entirely destroyed, or at 
best stunted to the point where it has no place in her 
future plans for a career. 

This still leaves that largest group of young women 
who have not had the advantage of a more or less ideal 
home life in which the parents believe it is their duty to 
so guide and instruct their daughters that they in turn 
may marry and produce children to be brought up as use- 
ful citizens; nor of the home in which it is the ambition 
of the parents that their daughters may have all the ad- 
vantages of a higher education and of a career. The 
young women in this third and largest group have neither 
had the advantage of the maternal sense developed by in- 
telligent home instruction nor have they had an opportun- 
ity to develop the mental side of their lives. Their de- 
velopment has just been taken as a matter of course, their 
home instruction as to sex hygiene has been nothing, their 
natural maternal feeling has been stunted, and they have 
no higher education. As a result their knowledge of preg- 
naney and motherhood is as a rule very meager and usually 
obtained through unreliable sources, causing them to have 
many old fashioned fears and superstitions, and it is this 
group that deserves the most painstaking care, for it is 
these young women who although they may desire to be- 
come mothers, are so torn by conflieting emotions, prin- 
cipally caused by fear of what to them are unknown dan- 
gers, exaggerated by the usual effects of pregnancy upon 
the general nervous system, resulting in a real mental 
state bordering upon some one of the many psychoses. It 
is in this class of young women that careful, well directed 
pre-natal care will accomplish much. But most would be 
accomplished if we could teach and instruct the young 
girl during puberty and through young womanhood to 
prepare herself properly both physically and mentally, that 
she may ultimately stand as one of the noblest creatures 
of this earth—a mother. And when asked by her baby, 
“Where did I come from; where did you pick me up?” 
She may answer, in the words of Tagore: 
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You were hidden in my heart as its desire, my darling 

You were in the dolls of my childhood’s games; and when 
with clay I made the image of my god every morning, I made 
and unmade you then. 

You were enshrined with our household deity; in this worshi; 
I worshipped you. 

In all my hopes and my loves, in my life, in the life of my 
mother, you have lived. 

In the lap of the deathless spirit who rules our home, you 
have been nursed for ages. 

When, in girlhood, my heart 
hovered as a fragrance about it. 

Your tender softness bloomed in 
glow in the sky before sunrise. 

Heaven's first darling, twin-born with the morning light, you 
have floated down the stream of the world’s life, and at last you 
have stranded on my heart. 

As 1 gaze on your face mystery 
belong to all who have become mine. 

For fear of losing you I hold you tight to my breast. What 
magic has snared the world’s treasure in these slender arms of 


mine? 
—From “The (child 

Tagore. 

GROUP I—DISCUSSION OF PAPERS 
THERESE, SISTER ST. PATRICIA, 
AND DR. HENDERSON. 

Father Mahan Conducting. 

Sister: Should Baptism be repeated after delivery if 
it has taken place before? 

Father Mahan: Baptism should follow conditionally 
after a Baptism before delivery because of the possibility 
of doubt. 

Sister: In eptopic pregnancy at what stage should 
Baptism take place? 

Father Mahan: It cannot take place until after the 
+ pee of the tube, but it may take place immediately 
then. 

Sister: These papers have met many of the difficul- 
ties we have had in our hospital. 

Sister: I would like to know if the use of Dryco has 
been successful at Misericordia. 

Sister: We would not be without it now at Miseri 
cordia. 

Sister: Where are the foods for children prepared? 

Sister: At Misericordia we have a milk laboratory 
— refrigerator ice box for the preparation of children’s 
00 

Sister: 
kitchen. 

Sister: How can a case of impetigo be isolated? 

Dr. Black: There is no isolation for that. It is a 
superficial skin infection, The minute you get a skin 
lesion that has any pus connected with it, take the patient 
out. You should have an extra little room for any sus- 
picious cases. Sunshine for a few minutes every day 
does more to dry up impetigo than anything we have tried. 
It is asked whether the nurse who handles other children 
can also handle this child. She can if the hospital is 
small, and if she understands the seriousness of the situa- 
tion. 

Sister: We had to close our hospital in Cleveland for 
one month on account of the spread of impetigo. 

Sister: Should Wassermann tests be applied to 
babies ? 

Dr. Black: It is no use to submit a baby to a Wasser- 
mann test until the second or third month. Many errors 
are made by taking the test at the time of birth or at the 
age of two weeks. 

Sister: Should stool analysis be microscopic ? 

Dr. Black: It can be. But after you have made a 
certain number you can pretty well form your conclusion 
just from observation. It really doesn’t matter anyway 
what it looks like, if the baby is developing all righ 
But if he is not, use the character of the stool to determin 
your next move. 

Infant feeding in the last twenty years has gone 
through many fads and it is only now that we are reac] 
ing a much more definite basis. 

I might say that you are never safe in turning « 
child out for adoption until he is two months old. You 
cannot get a Wassermann up to that time and the baby 
may really be syphilitic. : 

Let us keep failures from happening among the litt 
charges we have. Let us keep the little minds clean and 
make these children grow up into normal, happy lives, 
and we will be doing a good beyond all understanding. 
Take it where life begins because if they are started right 
they will stay right. Don’t lose a golden opportunity «f 
which the keynote is self-sacrifice. Just go to the bab, 
when he needs you; when he cries, make him comfortab!-. 


‘This discussion took place July 11, 1923. 
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Put the Catholic hospital baby wards on the map. You 
cannot expect any mother to leave her baby where the 
attitude toward babies is indifferent. ; 

Sister: What pre-natal care is given, and when is 
it begun? : : 

Dr. Henderson: Pre-natal clinics in Milwaukee like 
to have the pregnant woman at the earliest possible date. 
She receives a pamphlet of instructions, and monthly 
arinalaysis and blood pressure are taken, There is no 
pre-natal physical examination until about one month 
orior to delivery. I believe interest in pre-natal care will 
grow more and more. 

Sister: Misericordia Hospital, Chicago, is prepared to 
rive a three months’ pediatrical course, and nurses may 
reside at the hospital while they are making this study 
inder Dr. Black. We enter both student nurses and Sis- 
ers, and the Sisters may be graduates. 

Dr. Henderson: Pediatrics is an extremely important 
subject and it is true that nurseries have been neglected. 
For some time much the same has been true of obstetrics. 

would like more stress to be laid upon the proper type 
f delivery room and the proper nurse in charge. 

Sister: Our two delivery rooms are on the fifth floor; 
the obstetrical room is on another floor. 

Dr. Henderson: There was a time when the delivery 
room was the operating room. Progressive hospitals now 
ire setting aside a whole floor for this special type of 
service. I think the delivery room should be on the same 
ioor with the obstetrical room, I believe we may take a 
woman from any section of the city, deliver her near 
infections of the surgical department, and that she may 
become infected and die; whereas delivery in her own home 
might have brought no such results. Obstetrics should be 
kept separate. It is more satisfactory both from the 
standpoint of the patient and of training. The Cesarean 
section is surgical pure and simple, and should be in the 
best operating room the hospital provides. 

Father Moulinier: I wonder how much instruction 
in infant feeding is given your nurses and the students 
in medical schools. Schools and hospitals should start 
among doctors the knowledge of infant feeding. There 
is a Pediatric Association with reliable journals which you 
should get. 
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There is also a tremendous field in the psychology of 
the mother having her first child. The Sister has a very 
broad, unlimited field for good in obstetrical hospitals and 
homes. 

I am making an effort, through questionnaires, to 
arrive at concrete objective facts that will enable us to 
check up on obstetrical service, and I would appreciate co- 
operation from all parts of the country. We want to 
determine infantile and maternal mortality through the 
various types of delivery, and thus to arrive at good un- 
derlying principles and conclusions. 

Dr. Henderson: For about a year a committee of five 
in Milwaukee has been making a similar effort.. Record 
has been made of the number of births in hospitals and 
in homes during a definite year, and the number has been 
compared with that of another year about ten years back. 
The largest increase in hospital obstetrics was found to 
be in Minneapolis and St. Paul. This committee has also 
made a record of the types and number of deaths. The 
percentage of deaths of women cared for in hospitals 
with good technique has been greater than in homes with 
a midwife. This is partly due to the fact that chiefly the 
complicated cases are referred to the doctor in the hos- 


pital. 
GROUP II DISCUSSION. 


Sister: The papers are very good and it is undoubt- 
edly true that unless we start the baby off right we will 
not have a healthy adult. 


Father Mahan: As usual with new things in a hos- 
pital we find in pediatrics almost as an inevitable evil that 
the poorest provision is made for it. What we have now 
is only an adjustment and a poor substitute for what we 
should have. It is a good thing to look about the country 
for the very best obtainable, and inaugurate that in 
pediatrics. The country will come to realize that its real 
wealth is in the child. Even now cities have infant wel- 
fare stations, pre-natal clinics, and visitation of nurses 
to various schools. We need more publicity on child 
psychology to spread the extreme importance of child 
health, not when he is actually sick, but before he reaches 
that state. 


'This discussion was held July 18, 1923 


Pediatrics- The Babe of Specialties’ 


Robert A. Black, M. D., Pediatrician, Mercy and Misericordia Hospitals, Chicago. 


LL specialties in medicine are of recent develop- 
A ment, and have developed because of a need. 

Pediatrics is the babe of the specialties, and we 
men in our forties still have a vivid recollection of the 
characteristics and teachings of those doctors who were 
first to say, “There is a need for the children’s doctor.” 
In Chieago, Cook, Cotton and Christoff are still frequently 
mentioned as the fathers of pediatrics, and in the United 
States, Jacobi, who passed on only three years ago, is 
spoken of as the father of pediatrics. 

The bulk of study and research in the cause and effect 
of disease in infants has been done in the past thirty years. 
I. terature on the subject was scant until forty years ago, 
and it is only in the past twenty years that it has shown 
marked change. Children and baby hospitals are also 
comparatively young. The Germans started their first 
children’s hospital less than ninety years ago (1835), and 
only eighty years ago the English founded their first chil- 
dren’s hospital, the great Ormond Street Hospital, London, 
vhich today is known as the mother of all children’s hos- 
pitals. 

Like babies themselves, the growth of children’s hos- 

‘als has been rapid, but not rapid enough to fill the need. 
lenee the addition of children’s and babies’ wards in al- 
ist all hospitals. Unfortunately, but true, these wards 
ve often been in the poorest, darkest unrentable rooms, 
der inefficient care, often under practical nursing or a 
urse who was totally untrained in caring for infants and 
hildren. 

Baby doctors have developed by the score, but the 
nurse has remained the malnourished child of this rapid 
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growth, and now she needs special care and training to 
bring her up to normal. Malnourished and neglected in 
spite of the fact that one-third of our population are in- 
fants and children, and fully one-half all the illness that 
doctors see is within the age limit of childhood. A greater 
error cannot be made than to say that an ailing child is 
just like any other ailing individual, except, of course, 
much smaller, but need not have any special nursing, care, 
or management. 

A babe, to the fond parent or doting grandsire, may 
be the exact copy of his sires in looks and actions, but to 
us he is totally different in many ways. For example: 
At birth, this prototype of daddy is one-fourth head; in 
adult life he is one-seventh head. At birth the middle of 
child length is at the navel; in adult life this middle is 
at the pubis. A baby’s abdomen is large at birth; his 
liver is one-eighteenth of his whole weight, while in adult 
life the liver is one-thirty-sixth of the body weight. The 
stomach at birth is in a semi-vertical position (hence the 
ease with which a baby vomits) and later assumes a trans- 
verse position in the abdomen. The small intestine grows 
very rapidly after birth (increasing four feet in length 
during the first two months). It also shows an unusual 
motility; hence the prevalence of intussusception in in- 
fancy. These are only a very few of the gross differences 
in the anatomy of the child. They could be enumerated 
by the score, but these are sufficient to show the striking 
difference between the baby and his sire. 

The physiology also differs greatly. In the first three 
days of life there is no digestion, only absorption from the 
intestinal tract; hence the folly of feeding much but water 
during these early days. There is practically no saliva 
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during the first two months, and HCL acid is not present 
in the stomach till later. The heat centers in a babe are 
very flexible and easily disturbed; the adjustment to tem- 
perature is better. The radiating surface (the skin) is of 
much greater area in proportion than in the adult. The 
food requirements are much greater in the babe or child 
than in the adult, because the child must grow as well as 
display a much greater mental and physical activity than 
adults do. In fact, if we could at our age do just what a 
child does in the way of activity physically and mentally, 
we would be super-men. 

A special training is needed to meet the psychology of 
a child. It is during these early years that character, dis- 
position, temper, habits, ete., are developed. We are writ- 
ing on a brain that is clean, fresh, and unsoiled, and we 
should think twice as to the effect of illness, and care for 
this clean photographic mind. You have long been taught 
that you must have your special nurse, trained specially 
for surgery, and trained in your operating room technique 
for repair work. But how many of you realize the de- 
mand for a specially trained pedia:ric nurse in your ward, 
where not only repair, but real constructive work is done; 
where lives are made or marred; where dispositions are ac- 
quired; where tempers are developed; where life’s futures 
are twisted in the groove which will run on and on? It is 
not the error in the big, but often in the little things that 
counts. 

It is in the children’s ward that you need your highest 
type of nurse, that you need your specially trained nurse, 
for she has the hardest, the most self-sacrificing, the most 
minutely detailed care, and the greatest responsibility that 
any nurse can carry. 

The first point in training this nurse is in her selec- 
tion. She must be naturally adapted; children must love 
her; she must love children. She must be strong physic- 
ally, for her work is a work of self-sacrificing nature. 
Hours are often forgotten. I can describe her no better 
than to say she must be at heart a true mother, such as 
you and I always think of when we think of our own 
mothers. 

Having found the person, first teach her how to meet 
the child or babe. Babies and children are great sticklers 
for etiquette; more so than the most reserved of our high- 
brows. If you rush up to a child and gush over it you 
will be promptly rebuffed and ignored. But if you give a 
child time to look you over, to see if you are worth while, 
to form his own opinion—then if he is satisfied he will 
introduce himself. According to his code of introduction, 
you must show a like interest in things he is interested in. 
Depending on the baby’s age, our nurse must know when 
to shake a rattle, when to make motion with fingers, when 
to show a knowledge of nursery rhymes, when to begin to 
admire clothes, when to call names, when to show a mutual 
liking for balls, dolls, bats and dishes. Then your nurse 
has shown her first step in’care. Sympathy, knowledge, 
and tact—these are the coins with which we purchase the 
confidence of our small patients and make them obedient, 
patient little sufferers. Truthfulness is a word never to 
be forgotten. Never lie to a child, or fail in gentleness, 
patience, and cheerfulness. The patience and cheerful- 
ness of children in long, painful, wasting disease is often 
a subject of comment, and our nurse should take a lesson 
from the child in this respect. At the same time she 
should remember that sickness lessens the mentality, and 
that as illness continues the child slides back, so that often 
a ten year old child acts as a three year old, just as you see 
a woman of thirty act as a child 07 ten. 


Secondly, train this nurse in powers of observation. 
Ask each day how many things she noted. Call her atten- 
tion to facial expression, cries, postures, character of 
cough; explain the meaning of each. Yes, babies have a 
language of their own and never lie about it. Who of you 
does not know the ery of colic: intermittent, hard, pain- 
ful, just getting ready to cease and then beginning all over 
again? Or the cry of hunger—a continuous wail, never 
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ceasing, never changing much in note? Who of you ha: 
not seen the anxious look on a pneumonia baby’s face, or 
the frightened look on a croup? Who does not know th: 
posture of a rickets child: solemn, listless squatted tailor- 
fashion, supporting his weak back by resting his big bells 
on his thighs? Train the nurse to put these on her chart, 
and to chart briefly her simple observations. 


Thirdly, train her as to cleanliness. In no place out- 
side an operating room do we see such a demand for clean- 
liness. A change of a babe with a boil to another bed may 
put twenty boils in your ward. A rectal thermometer ma; 
put gono through an entire ward; a babe fed with the same 
spoon used by another with a cold may pass that cold 
around the entire ward. A dirty diaper, a poorly washed 
diaper, may start an epidemic of sore buttocks that will 
take weeks to heal. An impetigo may carry through your 
ward by the same nurse’s handling of two children care- 
lessly. On account of children being subject to the acut: 
exanthematous diseases, the nurse must be trained in this 
early recognition. A simple cold must be isolated at once; 
throat or nasal secretion at once cultured, all of which the 
nurse should be taught to do before the doctor arrives. In 
other words, every baby or child is a source of potential 
danger to every other babe or child, and every case should 
be individualized in cleanliness and attention as much as 
possible, with as near the care of an operating room as 
possible. 

The child nurse should receive a careful training in 
the various foods for the babe; should -be taught how to 
prepare the various cereal waters, the various types of albu- 
min milk, the making of buttermilk, the correct measur- 
ing of the various formulae. Here again, extreme clean- 
liness and almost aseptic technique have to be used, and 
here the value of ice in inhibiting the growth of bacteria 
is demonstrated, for there must be not only care in prepar- 
ing the food, but care in preserving it after it is prepared— 
the proper temperature for keeping it; the proper tempera- 
ture for feeding it. 


Next, she must be instructed in the care of the in- 
fant—how to put a babe to the breast, how large a hole in 
the nipple, if bottle fed, the position of the babe while 
nursing, the length of time the babe should nurse, the 
method of gracefully and non-injuriously handling, the 
times of changing position. No doubt you have all seen 
babies with a lopsided head, due to always being placed in 
the same posture. She must know the method of holding 
a babe for the physician to examine the chest, to examine 
the throat, to examine the ears; the method of holding the 
child to do spinal punctures, to draw blood from the longi- 
tudal sinuses, for a catheter to obtain urine. In fact almost 
all examinations that are distasteful to infants have to 
have a special technique that the desired examination may 
be made thoroughly by the doctor with no damage to. the 
babe while struggling. Our nurse, not having a complain- 
ing patient to tell her how to add to her comfort, must 
make it a part of her training to observe the little things 
that add to her babe’s comfort: The changing of a wet 
diaper, the turning of a pillow to give a cool spot, the 
moistening of the lips with water, the smoothing out of 
wrinkles in the bed, the moving of the bed to a cooler or 
warmer spot, the wiping of the face or hands with cold or 
warm water. She must be taught all these little things 
that helv to keep her babe quiet, relieve his suffering, and 
add to his chances of recovery. There will be no telling 
of aches and pains, but every good baby nurse will observe 
the signs which speak louder than words, if her heart is 
in the work. 

This nurse must be taught the proper method of giv- 
ing a low enema, a high enema, the giving of a proctocly- 
sis, the ways of getting medicine into her babe, the way to 
wash out a babe’s stomach, the way to feed a babe by 
gavage. In fact, the care of the babe is as different from 
the care of an adult as day is from night, and must be 
made into a special duty and training. 
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TYPICAL USE OF THE WEIGHT CHART. 


Our nurse also should be taught the examination of 
the infant’s stool, to recognize a normal stool, a fat stool, 
a colie stool, a sugar stool, a proteid stool; to recognize 
any deviation from normal and to chart it in the fewest 
words possible. 

This special nurse should be taught how to chart, for 
her observations may be invaluable to her doctor. A chart 
noting a pulling at the ear, or a slight grunting on urina- 
tion, a sudden pallor showing nausea, a regurg or a vomit- 
ing, a character of a bowel movement, a grunting cough— 
all those symptoms that the adult patient complains of, 
the babe shows without complaint, if this nurse is trained 
in observation. Many a time I see in a hospital a babe 
sick for weeks, with only its temperature on the chart— 
never a pulse or respiration taken; never a symptom noted 
except, “bowels moved, urinated freely, cried much, 
slept poorly.” Never an effort made to observe why the 
ery, the character of the bowel movement, or any sign of 
interest in the baby. Let us train our nurse to be inter- 
ested to chart what she thinks her babe is trying to tell. 

We are all creatures of habit more or less. Hence 
this nurse should be trained to learn her babe’s good habits. 
A habe at four months can be taught never to soil a diaper 
wii!i a bowel movement; from six to eight months never to 
wei a diaper; can be trained for play time, for feeding 
time, for sleep time. In fact a babe can be made into the 
greatest joy in a home that it is possible to have, or he can 
be trained to be a curse to the home and to himself. 

Volumes could be written on what a floor nurse for a 
baby or child should be taught, and I feel I should begin 
to seek an end although I should like to tell even more, but 
lest you forget, I put this last and most important point— 
teach her how to meet and treat the mother, for she will 
have to know all the proceedings if she passes the mother. 
Kipling says, “The female is more deadly than the male.” 
So with the mother. She is more deadly in her sizing up 
of the nurse. Her child is her life, her only real true un- 





selfish love. She has sacrificed, labored, suffered; she has 
lost sleep; she has watched each move; she knows each 
fault; she knows each weakness. She is passing over to 
your nurse her most precious possession. Treat this per- 
son with much love and much sympathy, with many ex- 
cuses for her seeming lack of confidence; win her by show- 
ing her that you know a baby and how to make that little 
sufferer comfortable and well. 

In closing, let me put in a plea for every hospital to 
have a specially trained baby nurse, the same as a special 
dietitian, a special surgical nurse, a special obstetrical 


nurse. Let me make a plea for better quarters for our 
babies. Do not give them the poorest rooms but give them 


the best, at least south rooms with sunlight and air. Just 
because they do not endow hospitals, do not treat them as 
necessary evils. Don’t say, “It is just a babe and some 
old practical nurse will do.” Just because he cannot fight 
his own battles do not abuse him. I am sorry to say that 
in hospitals I see him in the poorest rooms, taking his 
food out of a medicine bottle with a nipple the hole of 
which is so large that he chokes trying to swallow it as 
fast as it runs out; with his pants wet or soiled; with his 
meals served out of a dirty ice box minus the ice. God 
must love him or he never would survive. The care of a 
babe spells self-sacrificing. 

Let us be self-sacrificing for him. Show me a good 
mother who is not self-sacrificing; show me a good baby 
doctor who does not do a lot of self-sacrificing; show me a 
good baby nurse who is not self-sacrificing. Let us as 
hospitals show the same spirit as He who said, “Suffer 
little children to come unto Me. For as much as ye have 
done it unto the least of these, my brethren, ye have done 
it unto Me.” Let us show it by giving to these little ones 
the best room in the hospital, the best specially trained 
baby’s nurse we can have, the best diet kitchen, the best of 
everything—for after all the best of our lives is wrapped 
up in babies. 








* the three requisites of a properly conducted insti- 

tution for the sick—case records, staff meetings, and 

a clinical laboratory—it is difficult to say which is 
the most important. Without underrating the value of any 
of these factors it may be safely asserted that the labora- 
tory forms the keystone in the arch of hospital standardi- 
zation, and when properly fulfilling its function gives the 
scientific tone to the institution. During the past twenty 
years such rapid strides have been made in all branches of 
medicine that it would be difficult to decide just which 
has made the most progress. But from a diagnostic stand- 
point it would seem that greater advance has been made in 
laboratory methods than in any ovher. 

The physician no longer relies on the condition of the 
tongue or the character of the pulse to arrive at a conclu- 
sion concerning an illness. He resorts to more accurate 
methods now, such as a complete physical examination and 
x-ray and laboratory studies. Hence a diagnosis is no 
diagnosis without the assistance of the laboratory. The 
busy doctor has not the time to devote to the thorough in- 
vestigation of his cases. In fact it would take all of his 
time to become and remain efficient in this particular 
branch of his work. The laboratory provides constant, 
and often inconspicuous service, which in emergencies may 
rise to the full level of a life saving device. 

To go through a day’s work in the laboratory, and 
here and there to select a case which seems particularly 
instructive, thereby to bring out a discussion which will 
add to my stock of information, is my aim in this paper. 

The morning’s work begins with the routine examina- 
tion, chemical and microscopic, of the urine. From these 
examinations we are able to detect pus, blood, albumen, 
casts, sugar, ete. All specimens brought to the laboratory 
are labeled with the patient’s name, the doctor’s name, and 
the date; also surgical, medical, or obstetrical. Any 
pathology found in surgical cases is immediately reported 
to the supervisor of the operating room, or to the surgeon, 
that the latter may have the advantage of information 
which may influence him either in the manner of the 
operation, the choice of the anesthetic, the postponement 
or cancelation of the operation. 

A ease in point: One day a young lady aged 26, sup- 
posed to be an appendectomy, was sent to the hospital by 
a country doctor. The city surgeon arranged for the 
operation at six p. m.; the patient arrived at 5:30 p. m. 
A routine specimen of urine was sent to the laboratory 
and on examination we found blood, chemically and micro- 
scopically. When collecting the blood for blood count, the 
patient was found in considerable pain in the right iliae 
region. The blood count showed leucocytes 12,000; poly- 
morphonuclear 78 per cent. As should be done in all eases 
where blood is found in females, a specimen per catheter 
was obtained, and more blood Was detected. The doctors 
arrived and when the laboratory reports were handed to 
the surgeon, the usual remark was made, “It’s a female.” 
Had this patient not been eatheterized she undoubtedly 
would have undergone an operation for appendicitis. 
After two days’ rest in bed the patient was cystoscoped 
which revealed disease of the right kidney. Was it not the 
laboratory findings which prevented the surgeon from per- 
forming the operation ? 

After examining all the morning urines and selecting 
for special examination those that appear to be important, 
and further having seen to it that conditions that may 
arise (as in the case just cited) are promptly reported to 
the surgeon, to the doctor, or if necessary to the super- 
visor of the operating room, we proceed to make our blood 
examinations, taking care that any important matter be 
promptly brought to the attention of those who should 
know. From the study of the blood we are able to detect 
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Adequate Laboratory Service’ 


Sister M. Bernadette, R. N., Mercy Hospital, Janesville, Wis. 
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many diseases such as leucemias, pernicious anemias, an: 
in obscure cases, typhoid and malaria. The presence of 
leucocytosis with an increase of polymorphonuclear cells i 
continued fever is of great clinical significance as it show 
there is an infection or sepsis. The exceptions to thi 
rule are typhoid, tuberculosis, small pox and malaria; als. 
but rarely, syphilitic fever. In sepsis or suspected sept 
infection, a blood culture is often invaluable to the phys 
cian or surgeon. From pus and various discharges « 
wounds, smears and cultures are made to determine tl 
causative organisms, and an estimation of the number « 
bacteria per field is made. 

Now we proceed to the examination of the materi 
sent from the operating room. 

If there is reason for haste, or if the surgeon reques 
it, while the patient is on the operating table, frozen s« 
tions are made and stained and reported immediately. TI} 
only a part of the regular routine, portions of the tissur 
removed are put through a paraffin embedding method 
which takes a longer time than the frozen method, but 
the sections are permanent. 

Some of the more complicated examinations made 
the laboratory are as follows: 

1. Besides the simple culture and stain for organism: 
in the spinal fluid, cell counts are made; increase and de- 
crease of globulin and sugar content are noted. A Was- 
sermann test and Lange’s colloidal gold test are also made. 

2. Usual routine analysis of gastric contents after 
test meal. 

3. Examination under the dark field microscope 
smears obtained by seraping syphilitic sores for spirocheta 

4. Blood Wassermanns. 

5. Blood chemistry. Blood chemistry is a subj t 
that has made considerable advances during the past few 
years. I think we should make ourselves better acquainted 
with it, and for the benefit of the patients make use of the 
valuable information it affords us. 

There is no branch of medicine in which a doctor ca 
not gain a truer insight into a patient’s condition by blood 
chemistry. There are nephritic cases, diabetes, acidosis, 
pancreatic diseases—all show changes in the blood which 
ean be determined chemically; and with the added know!l- 
edge, treatment is instituted with a better understanding 
of the patient’s condition. 

The surgeon, instead of relying on urinalysis to indi- 
eate kidney function, can far better judge his operative 
risk with the additional information as to his patient's 
blood sugar, blood ureaurie acid, and creatinine. 

Then, aside from the preliminary survey of the opera- 
tive patient, an acidosis may come on after an operation. 
Why not be prepared for an impending acidosis by know- 
ing your patient’s alkali reserve? 

The pediatrist with his diarrheal acidosis of infancy 
is benefited by the added information that blood chemistry 
gives. 

The urologist may also gain important information as 
to the kidney functions of the patient. 

All these special tests as above enumerated are made 
by the express orders of the physicians. 

To carry on all general and special routine work suc- 
cessfully, and to give prompt and correct reports, the 
laboratory should possess all the equipment necessary. We 
must not forget that the patient’s welfare is always at 
stake. Consequently if an instrument is only needed a 
few times a year or even only once, it must be part of the 
laboratory equipment. 

The financial support of the laboratory is an impor- 
tant question. A few hospitals have been endowed or are 
supported by a special fund. The greater number, how- 
ever, are self-supporting, the funds being obtained by a 
charge for the work done. Here we may say a word about 
the flat fee system used in many hospitals. All patients 





























registered are charged a similar fee, usually two or three 
dollars, in payment for any routine laboratory service 
which may be required, irrespective of the amount. 

This system has never appealed to me, for many times 
the patient has very little laboratory work done, in which 
case he is paying for services not received. Again a large 
amount of work may be required by a patient, in which 
-ase the hospital does not receive recompense for the labor 
and chemicals expended. 

It would seem a better plan to have a standard fee 
table, making a minimum charge for each test done. Ifa 
large number of tests are performed for a patient a rea- 
-onable deduciion should be made. If a patient is poor 
ind unable to pay for work done, a deduction, partial or 
‘otal, should be made. “As long as you did it to one of 
these the least of my brethren you did it unto Me.” These 
vords of our Blessed Lord are particularly applicable, it 
seems to me, in the case of the suffering poor. 

Regardless of poverty or wealth, however, everything 
nossible should be done for the welfare and the comfort of 
the patient. For the laboratory worker there remains “one 
1undred fold here, beatitude hereafter’—the reward of 
faithful conscientious service in the consecrated work of 
ringing relief to suffering humanity. 


DISCUSSION OF SISTER BERNADETTE’S PAPER.' 


Sister Mary Timothy, St. Mary’s Hospital, McAlister, 
Oklahoma, Presiding. 
Father Mahan Conducting. 
Adequate Laboratory Service. 
Sister Gundisalva, R. N., St. Catherine’s Hospital, 
Brooklyn, N. Y. 

(a) General Routine—minimum and maximum. 

Minimum—tThere should be no minimum. When a 
person is admitted to the hospital, either as an outdoor 
wr bed-patient, he requires medical or surgical aid, in 
some cases both. 

The history should be taken and a physical examina- 
tion made at once, after which the doctor should be able 
to make a tentative diagnosis and request such laboratory 
tests as are necessary to confirm and further his clinical 
findings. In my opinion every patient on admission should 
have an urinalysis, and where possible Wassermann test, 
dong with these in (1) preoperative cases a red white 
and differential count, also a hemoglobin; (2) in opera- 
tions on tonsils and gall-bladders, also in blood-transfu- 
sions—a coagulation test; (3) discharges from eyes— 
smear and culture; (4) in female adult patients, with a 
doubtful history, a smear from urethra should be made, 
ind gonococcus looked for; (5) in children, throat cultures. 

Maximum—Every available laboratory test known 
vhich will help the patient, assist and guide the doctor 

n restoring the patient to health, family and society in 
he shortest possible time. 

Special Routine—what are they and when indicated? 
Special laboratory tests on certain diseases: (1) Compli- 
ment fixation test on blood or spinal fluid in syphilis. (2) 
Precipitin reaction in pneumonia to differentiate types of 
pneumococeus. (3) Agglutinating tests to differentiate 
between typhoid and paratyphoid. (4) Inoculation of 
uinea-pig with suspected tuberculosis material, where no 
acilli can be found by microscopic examination, etc.; also 
hblood-cultures in septicaemia. The indication for these 
tests rests with the doctor. 

(b) System (or machinery) for prompt and reliable 
reports. 

The card system (see example) filed alphabetically, 
ntaining all laboratory work, and kept for reference. 
‘ompt reports are given over the telephone to the doctor 

in charge as soon as results are obtained. All orders re- 
¢ ived and capable of results are reported daily by the 
‘boratory technician. 

Nurses, doctors, or interns are not reliable for report- 
g laboratory findings. 

(c) Financing of Laboratories. 

The laboratory should not be a burden to the hos- 


pital, It should be so conducted as to pay itself. There 


reed not be a gain. 

So much has been said about laboratory financing, that 
it will be hard to hit the right trail. 

A flat fee or blanket charge is of little value, first to 
the patient; second, to the hospital. 


‘Read July 12 and 19. 
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1. To the patient. Private maternity patients usually 
have one urinalaysis, and pay a flat fee, as the charges 
may be; while others, pay patients as well as free, receive 
excessive and negative unnecessary laboratory work, 
thereby overtaxing the laboratory personnel. 

2. Some doctors appear to charge their patients for 
special laboratory services rendered, and collect—but not 
for the hospital. Individual fee—pay for what you get— 
would be the better, and if reduction is necessary, let the 
Sister in charge see to that. 

Here again we find: 

1. That the necessary tests are cut down for the pay 
patients, whilst free patients get laboratory work in 
excess. 

2. Some doctors will order their patients (who are 
well able to pay them for their services and are willing 
to pay for private room) to be admitted to public or free 
wards, just long enough to have all laboratory work done. 
Name: Poland, Victoria. Ward G 6 (Free Ward). Admitted June 

14, 1923. Discharged June 15, 1923. 
Service of Dr. Manitoba. 






$5. Bi. Count: Hb. 8. 72¢ R. 4,430,000, P. 75, L. 6, W. 12,400, S. 
EERIE RE Ree June 14, 1923; June 14, 1923 
$1. Urine: 1025 Alb. *V. F. T. Diazo Neg. Few RBC. Few Leuco. 
DIE, Th. 6n6n60064se8ensan00e June 14, 1923; June 14, 1923 
$2. Widal: Negative—no clumping...June 14, 1f June 15, 1923 
$5. Wassermann: Negative..... ...-dune 14, 1923; June 20, 1923 
2. Sm. for Mal. P. Negative for Mal. Paras.............. 
pub nnkhOh op 6400606504650464080 56 n00K0N June 14, 16 June 14, 1923 
$3. Feces for B. Typh. Neg. for B. Typh.. rae aie 
pedisisetikctaddadeates ae June 14, 1923: June 15, 1923 
$18 Ch. in 2 days. 
*V. F. T.<is—Very Faint Trace 
Name: Brooklyn, Patrick, Ward M. 13 (Free Ward). Admitted 
June 18, 1923. Discharged June 23, 1923. Card 1 
Service of Dr. Homespun, 
(1) $5. Count: Hb. 80¢% R. 4,430,000, P. 70, L. 4 
SEE ee Wes ED Gk Me Hs Ds obacnncccanecns . 
ode UOGAREDTHHESEESO064004 008 June 18, 1928; June 18, 1923 
$1. Urine: 1025 Neg. Sug. Neg. Alb. Micros. Neg. Alb..... 
o06e0eeesesecsecesonececeeses June 19, 1923; June 19, 1923 
$2. Widal: Negative Reaction...June 20, 1923; June 20, 1923 
$5. Blood Culture is sterile....... June 20, 1923; June 22, 1923 
$5. Blood Urea N. 28 mgm. per 100 ec. of blood.......... 











deSccassovcoccsecececesccsesd June 20, 1923; June 22 
$5. Blood Creatinine 1.8 mgm. per 100 ce. of blood.... 
(etsbhersedbevessusenenena .-dune 20, 1923: June 22 
(2) $5. Blood Count: Hb. 80% R. 4,450,000 P. 64. M. 1. Index 
{ W. 8,800. Tr, 1. S. 34...June 21, 1923; June 21, 1923 
$2. Smear for Mal. P. Negative for Mal. Paras..... ' 
soenee Srccccccccccscccccese Oume 22, 1923; June 22, 1923 


$30. - 
Name: 


No returns—In four days 

Ansonia, Mary. Age 45. Sex F. Date June 10, 
Service of Dr. Montgomery—Ward A. 

Clinical Diagnosis: Chronic Appendicitis 

Nature of Specimen: Appendix. 

Particular Exam. required: Macro. and Micro. 

Brief wey of history: Vomiting and nausea; 


1923. 


Constipation ; 


Pain in R. 
Lab. XY 04. Vol. 9. 
Macros. Pn A 2%4 inches long, partially thickened walls, 


lumen containing a fecalith. 
Microse.: shows walls fibrosed 
No evidence of malignancy. 
Diag. Chr. Appendicitis with acute exacerbation of the 


SISTER MARY FELICIA, ST. MARY’S 
RACINE, WIS. 

The word “routine” at the present time covers a mul- 
titude of offenses—unnecessary steps, work performed as 
drudgery because the demand created by that imposed 
routine exceeds the supply, and by supply is meant the 
time and effort required to comply with its exactions. 
Any hospital, regardless of its size, may well beware of 
adding laboratory analyses to patients’ records, and un- 
necessary charges to his account. Such an excessive quan- 
tity of laboratory work will cause the quality of that work 
to deteriorate, and in the end the patient will be at a loss 
because he has failed to receive the best. I am sure we 
all feel that the best is none too good for the patients in 
our Catholic hospitals. 

But how to arrange that each patient receives the 
necessary laboratory work, no more and no less? I would 
suggest cooperation between the admitting office and 
laboratory. Let the technician daily note the patients 
admitted and their diagnosis, and she can readily deter- 
mine the amount and kind of work needed. There is 
no necessity of directly overstepping or opposing the 
wishes of the attending physician; there are few medical 
men who do not appreciate interest taken in the welfare 
of their own patients. An intelligent technician can be of 
invaluable assistance to the doctor in arriving at a correct 
diagnosis; she in turn will be benefited by the frequent 
discussion of interesting cases which will naturally fol- 
low; and the laboratory tests, being carefully selected for 
the individual who is then considered more than a case 
number, will be a source of unceasing interest and not a 


and chronically inflamed 
process 
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burden, The greater majority of doctors are interested 
in the laboratory and the Sister can do much to keep their 
interest alive by constantly showing results, whether an 
interesting slide, a carefully mounted specimen, a cap- 
tured parasite, or a series of decreasing blood sugar an- 
alyses of a diabetic patient. 

The larger number of hospitals seem to have author- 
ized a certain amount of laboratory work for each patient 
which is performed without written or expressed orders 
from the attending man. Such usually include analysis 
of urine for all cases except the most minor injuries, 
coagulation time and urine examination for all of the 
tonsil cases, leucocyte count and analysis of a catheter- 
ized urine for all major surgery on women, whether or not 
emergencies, and in all emergencies which are not acci- 
dents a leucocyte count and urine analysis. This might 
be considered a minimum routine but it covers a great 
deal. Anything further must be ordered in writing by 
the attending physician, but in some instances the labora- 
tory has standing orders for a more varied routine for 
certain members of the staff, Patients admitted where 
the diagnosis is uncertain or puzzling will naturally re- 
quire more. This is determined by the nature of the 
case, the clinical symptoms, and the doctor’s orders, and 
may include all varieties of tests: A basal metabolism, 
blood chemistry, and examination of all excretions and 
exudates. 

With the ever-advancing cry of progress, the tech- 
nician must not forget the object of all rational progress— 
the patient—to whom and upon whom all principles of hos- 
pital and technical knowledge must center; nor must she 
lose sight of the practical aspect of her work and allow 
the laboratory to become a central station for the unload- 
ing of non-essentials of all varieties of new equipment. 

The phrase “Adequate laboratory service” does not 
mean an expensive or elaborately equipped room but a 
department well fitted to turn out reliable work within a 
reasonable time. To facilitate prompt reports, early ad- 
mission of a surgical case on the day preceding the op- 
eration is necessary. How early will depend on the hos- 
pital, but sufficient time must be allowed to complete the 
work scheduled and avoid the confusion of having the 
technician and the floor nurses arrive in the patient’s 
room at the same time to begin their work. The early 
and repeated instruction of the pupil nurses in saving, 
labeling, and preparing specimens and having such speci- 
mens in the laboratory early, will save many a step for 
the laboratory workers, at the same time educating the 
nurse. Such instruction is too often reserved for the 
nurse’s senior year, when she is more in need of it the 
first two years on actual ward duty. 

Certain days can be set aside for more technical work 
which is not emergency, such as blood chemistry metabol- 
ism and the complement fixation tests, including the 
Wassermann. Regarding the latter, the Institute at Men- 
dota gives prompt and reliable reports free of charge. A 
laboratory in the state of Wisconsin can considerably 
minimize its work by sending blood and spinal fluid there. 
I believe the majority of Wisconsin hospitals do so now. 
Other hospitals are reserving days for patients admitted 
as clinic cases for diagnosis only. As such cases require 
a large number of laboratory tests, they can be accommo- 
dated on a day when the laboratory is prepared for them 
better than by crowding them in between the morning 
rushes in the laboratory, The larger the personnel of the 
clinical laboratory the more need of constant supervision 
and continual checking up on results. Where the tech- 
nician has one or more assistants, suitable division of the 
work will expedite the speed with which it is completed 
without detracting from its accuracy. It is also well to 
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have some one—a pupil nurse or a stenographer if one is 
employed—to deliver the finished reports to the floors so 
that the workers can pursue their tests uninterrupted. 

Regarding the financing of the hospital laboratory, 
why should the laboratory be regarded as an overhead 
expense? Why is it considered an extra item for the 
patient’s bill? I believe that Rev. Father Moulinier ex- 
pressed the views of all at the last conference when he 
said that the laboratory is as much of an essential to the 
patient as the linens on his bed and the food on his tray, 
and that no hospital is devising a plan to finance the 
culinary or supply departments because they unquestion- 
ably must exist or the hospital must cease to be. Just 
so the clinical laboratory. Let it be established, divide 
the cost over all the hospital beds, and it cannot be a 
financial failure. Small or large, elaborate or plain, it 
cannot be otherwise than successful, an assistance to the 
physician and the patient. With the Catholic Hospital 
Association it must grow, combining with its motto of 
“Progress” that of “For God and Humanity.” 

DISCUSSION. 

Sister: I agree very heartily in what has been said. 
We should have a standard set of tests required for pa- 
tients in certain work, that we may go ahead without the 
individual doctor’s orders. For instance, in the regular 
procedure of white blood count and urinalysis we go right 
ahead and perhaps save the patient one or two hospital 
days. I think there should be a standard set of tests set 
down by experts in these fields, 

Sister: I am a strong advocate for routine in special 
work. Only five or ten per cent of our doctors order 
laboratory work; its value is not appreciated. Regarding 
the flat fee, we instituted this two years ago and we are 
swamped with laboratory work. I would like some sugges- 
tions regarding laboratory expense and methods of meet- 


ing it. 

Sister: What are the objections to a blanket fee? 

Sister: Under this system too many unnecessary 
tests are made. 

Sister: I think no laboratory tests that are made are 
unnecessary. 

Sister: We have had an ordinary case of chronic ap- 


pendicitis in which the doctor ordered urinalysis daily for 
three weeks and white blood count every day for two 
weeks. There are four other hospitals represented here 
which have had the same experience. 

Sister: We have had the blanket fee and have not 
been troubled with any unnecessary tests. 

Father Mahan: A committee on laboratory findings 
to secure a broad foundation of accurate, definite data, 
would perform very valuable service to the Catholic hos- 
pitals and to the public at large. Reports could be made 
at the next convention. We have found that most com- 
plaints about individual fees come from the doctors, not 
from the patients. 

Dr, Miloslavich: The problem of fees is important. 
I would suggest first that we standardize routine, special 
and general. Special work may be ordered by the doctor. 
If we standardize that, we can standardize the fee. I 
would like to suggest sending questionnaires to all Cath- 
olic hospitals asking for fee conditions, ete. Accordingly 
next year we can offer precise advice as to what should be 
done and how much should be required. The rushing of 
patients into the operating room without routine pro- 
cedure is wrong. Diagnosis is an art, not a science. We 
cannot overestimate the importance of examining every 
operative specimen, and I have seen many cases of false 
diagnosis. After determining local and general conditions 
no the country I think the fee should be stand- 
ardized. 


The Laboratory Technician’ 


Edward L. Miloslavich, M. D., Marquette Medical School, Milwaukee, Wis., Formerly of the University of Vienna. 


tion to address this gathering in a general way, upon 

the training and development of laboratory technicians 
for hospital service. 

This opportunity appeals to me particularly, in that 
I am able to put forth suggestions and develop ideas for 
the betterment of our hospitals, to a group of people who 


I WAS with great pleasure that I accepted the invita- 
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have in common with me the betterment of their organiza- 
tion and the welfare of humanity at heart. In the begin- 
ning I should like to say I am not speaking of Sister tech- 
nicians, but of technicians in general. 

Before entering into the discussion proper, it is well 
to answer the question, “What is a laboratory technician ?” 

At the very outset it is necessary to state that I will 
exclude the so-called roentgen or x-ray technicians from 


























my discussion, in that the roentgen department, improp- 
erly called x-ray laboratory, implies an entirely different 
type of activity, has nothing in common with the patho- 
logical laboratories, and possesses only the common appela- 
tion, laboratory. It is on account of the application of 
this term laboratory that we speak of laboratory divisions 
in a hospital and demand technicians trained in both 
fields; technicians who can hardly be expected to be per- 
fectly accomplished in these tvo diametrically opposed 
sciences. Hence we often meet with a socalled all-around 
technician whom we see oscillating back and forth from 
laboratory to laboratory and able to perform but half the 
work. 
Functions of the Technician. 

With this preliminary discussion I will venture to 
define briefly and precisely the term “Laboratory Techni- 
cian.” The laboratory technician must be a master of de- 
tailed and accurate pathological clinical technique, must 
know and thoroughly understand methods which are in- 
dispensable in performing a laboratory diagnosis. The 
latter is to be conducted exclusively by the head of the 
laboratory, who of necessity must be a physician. 

The laboratory staff, therefore, consists of two prin- 
cipal persons: the laboratory diagnostician and the lab- 
oratory technician. They supplement one another, they aid 
one another, thereby accomplishing a common purpose. 

The possibility of an accurate diagnosis depends 
largely upon the precise and conscientious preparations of 
the technician. 

My many years of experience have taught me that a 
thoroughly trained and reliable technician is priceless, pri- 
marily because he is unobtainable. 

A modern clinical laboratory must perform work in 
the related fields of pathological anatomy and histology, 
bacteriology, serology, hematology, clinical chemistry, ete., 
all of which require a very definite practical and peculiar 
technical training. 

The acquisition and the mastery of the previously 
mentioned sciences can not be brought about during the 
course of a few weeks, and for this reason all short courses 
for laboratory technicians are to be condemned, because 
they produce deficiently trained individuals who at present 
are flooding our laboratories and are partly responsible for 
the bad reputation and even the failure of many institu- 
tions. 

A deficiently trained technician is not only a retarder 
f progress in the laboratory, but is also an actual danger 
and needs continual supervision. Whereas a _ properly 
trained and dependable technician becomes a co-worker, in 
that he can be made useful even in diagnosis by solving 
simple problems, which can be entrusted entirely to him, 
thereby diminishing, instead of increasing, the work. 

In small hospitals and institutions where a regular 
pathologist can not be maintained, the experienced tech- 
nician can render excellent service which is practically in- 
dispensable, in that he ean call the attention of the attend- 
ng physician to the results of his investigations and find- 
‘ngs which may be of the utmost importance. He thus be- 

mes a true pillar of support to the physician. 

Looking at the technician from this point of view we 
note that in order to bring about an intelligent completion 
f a given problem in his practical work, it is essential 
hat there be a proper background of theoretical training 
hich makes it possible for him to understand what he is 
loing and intelligently follow out the proper reasoning 
rocesses necessary to a valid conclusion and diagnosis. 
\ purely mechanical working out of laboratory problems 
; to be condemned. 

Content of Course. 

From what has been said it will readily be understand- 
ible that an efficient techmacian cannot be made in a few 
eeks. Any course for technicians worthy of the name 
must inelude the following requisites: 

1. Clinical hematology, consisting of the ability to 
differentiate morphologically the constituents of the 
hlood; knowledge of the pathological cell forms; hemo- 
zlobin and serum properties, ete. 
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2. Clinical chemistry, consisting of the ability to 
analyze human excretions and secretions as found in 
stomach, intestine, urine, etc.; ability to note abnormal 
chemical conditions of blood, cerebro-spinal fluid, ete.; and 
ability to make use of optical apparatus such as refracto- 
meter, colorimeter, polarizing apparatus, etc., ete. 

3. Clinical bacteriology and serology, consisting of 
the ability to differentiate morphologically and culturally 
the more important pathogenic micro-organisms, especially 
such as the intestinal group (typhoid, paratyphoid, coli, 
dysentery), the gram-negative micrococci group, the gram- 
positive pyogenic cocci, as well as the ability -to diagnose 
diphtheria, tuberculosis, ete. 

In addition to this he must know the serological 
methods of lues diagnosis (Wassermann’s complement fixa- 
tion test; the precipitin tests, especially after the methods 
of Meinicke and Sachs-Georgi); agglutination diagnostic, 
such as the Widal reaction. Further preparation of anti- 
gens, the different antibodies (general immunological 
technique). 

In conjunction with this section we may add that the 
candidate must possess a fundamental knowledge of tech- 
nical methods of sterilization and disinfection, as well as 
the technique required in experimentation on animals, ete. 

4. Pathological histology, consisting of the technique 
of fixation and embedding of tissues, technique of manipu- 
lating the microtome (paraffine, celloidin, and frozen sec- 
tions); technique of staining and methods of preserving 
anatomical preparations for museum purposes; ete. 

I am fully convinced that the proposed program re- 
quires great effort and an enormous amount of work on the 
part of the student as well as the teacher. A lengthy 
course in practical training properly supervised and 
directed, combined with theoretical discussions, will assure 
the production of a successful technician. 

Essentials of a Training School. 

Schools for the training and development of labora- 
tory technicians are most probably best established in con- 
nection with a medical school, for only there do we find 
the most suitable environment, such as: 

1. An accomplished personnel in every specialty with 
ability and experience to impart knowledge; 

2. Complete equipment in order to assure a thor- 
ough training, i. e., necessary instruments, apparatus, ete. ; 

3. Ample material for study and inspection. 

Those candidates who complete a course in such a 
school will receive a diploma designating the holder as a 
“qualified laboratory technician.” Such a_ thoroughly 
educated worker would be contrasted immediately with the 
present deficiently trained type and would consequently 
elevate the standard of technicians. Such an innovation 
would also be weleomed by every pathologist in that he 
would readily be able to evaluate the qualifications of the 
technician seeking an appointment. 

I must unhesitatingly condemn the present tendency 
to educate technicians in hospital laboratories through the 
medium of performing routine work. On account of the 
lack of a systematic, theoretical, and practical discussion, 
under the direction of a competent pathologist, this type 
of technician is given a superficial and one-sided knowl- 
edge and can only be used as an office assistant to the 
physician. 

This outlined program could be carried through suc- 
cessfully in one school year if the proper amount of effort 
and intelligence is applied. 

Just as there are post graduate courses for physicians 
to keep them abreast with scientific advancement, there 
would have to be advanced courses for technicians. This 
could be done in from four to six weeks each year, where 
new findings and developments and improvements in tech- 
nique would be taught, thereby enabling them to perfect 
themselves. This also presents a rich opportunity to cor- 
rect errors or mistaken ideas, to recall forgotten knowl- 
edge. and to repeat matters formerly neglected. 

TI am therefore demanding the introduction of the ad- 
vanced courses for the sake of the technician and for our 
own sake. Announcement of such courses should be pub- 
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lished. Applicants can thereby request a course along 
special lines, or a repetition of previously taken courses. 

I have already discussed the importance of laboratory 
work in hospitals on a previous occasion, and shall add in 
closing but a few words. At the present time a hospital 
without a laboratory is impossible. Only under the con- 
trol of and with the help of the laboratory can many dis- 
eases be successfully treated and traced. Upon the re- 
sults achieved in the laboratory does not rarely depend the 
success of the entire hospital, for many mistakes at the 
bedside can be prevented with the assistance of an efficient 
laboratory. Therefore it is possible to judge indirectly the 
general scientific status of a hospital staff and manage- 
ment by noting the work which is being earried on in the 
laboratory. 

Standardizaticn of Laboratories. 

The general demand for a higher level of scientific 
standards in the hospital laboratories is therefore justified. 
The minimum requirements of a hospital laboratory must 
be definitely stated and strictly adhered to. This alone 
will lead to a standardization of our laboratories, which is 
the next duty of our organization. 

A general scheme of standardization will be difficult 
to introduce, because many circumstances of a_ local 
nature, such as type of hospital, number of patients, num- 
ber of hospitals in the neighborhood, employment of a 
pathologist, ete., must be considered. 

In closest relationship with the question of standard- 
ization of laboratories is the question of training of tech- 
nicians. Both questions must be discussed simultane- 
ously. Of what value is it to furnish magnificent rooms 
with marvelous equipment and specify all manner of re- 
quirements, if a thoroughly trained personnel is lacking? 
It is for this reason that the two questions just mentioned 
can not be separated. 

At this point I shall not enumerate the minimum re- 
quirements nor discuss laboratories in general, but this I 
hope to do at the next opportunity. 
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I wish to close my short discussion by emphasizing the 
immediate importance of organization of the °clinical 
laboratories, and establishment of definite standards, rules, 
and requirements for both laboratories and technicians. 

In concluding I will assure my hearty support and 
collaboration. 

DISCUSSION OF THE PAPER.' 

Father Moulinier: This paper, prepared by Dr. Milo- 
slavich, has given you keen precision of thought. You 
have been lifted to the skies in the doctor’s ideas of a 
qualified technician. We have been passing through a 
transitional period in this field and we want now to live 
up to the highest grade of technical efficiency in our Nor- 
mal Training School, General routine and special routine 
are very different. Certainly we must try to standardize 
general routine. I do not know of any group of hospitals 
that has adopted a minimum routine. In fact, it is only 
in the last few years that laboratory tests have been taught 
in our medical schools. The idea of having committees 
to work on the standardization of general and special 
routine is very essential. One of the greatest complaints 
I hear is that reports are not prompt and reliable. Re- 
liability is absolutely fundamental. Otherwise the labora- 
tory is a danger and a menace. Hence the need of more 
training. 

About extra fees. There is what is called a blanket 
fee based on the cost of laboratory service spread over all 
the beds in the hospital, meaning that the charge will be 
raised on each bed proportionate to the bed. I am ad- 
vocating this. The laboratory test is more important in 
its accuracy and adequacy than any other thing you can 
do for your patient, because it is an aid to diagnosis. If 
there are too many or too few tests, your organization 
is not functioning rightly; your staff is not thinking 
keenly on just what these tests are. Every check on 
every unscientific laboratory man should come up at your 
monthly meeting because it belongs to the case. A thor- 
ough, completely organized institution will not be troubled 
by such difficulties. Check up on bad medicine, on waste 
of time, money, and energy. It is only on the right kind 
of diagnosis that proper treatment can be given. Try to 
get the blanket charge for your hospital. 


July 12, 1923. 


Metabolism in the Hospital’ 


Value, Necessity, Cost, Training 


Sister Mary Francis Xavier,.Mercy Hospital, Pittsburgh, Pa. 


ILLOWING closely upon the advance made in chem- 
F ses has come the intensive study of diseases of 

metabolism. The value of such a study can be esti- 
mated only after an investigation of the progress made in 
earing for the patients. It is not my purpose in this paper 
to speak of the diseases themselves nor of the progress 
made in combating them, but to confine myself to the hos- 
pital care of the patient under study. 

Value. 

Chief among the diseases of metabolism is diabetes. 
This, to be properly handled, must be confined to one de- 
partment and controlled by those who are not engaged in 
other duties. The diabetic floor should include wards, 
semi-private and private rooms. Since few of the patients 
are confined to bed, a recreation room supplied with books 
and current literature where patients may meet and pass 
their time, is a real necessity. Such meetings create a 
pleasant atmosphere in the department and serve as an aid 
in overcoming discouragement. Here, too, occupational 
therapy may not be amiss. 

A diet kitchen presided over by a dietitian is also 
necessary. The diet kitchen is in reality the educational 
center of the floor. Here the nurses are trained to prepare 
and measure the diets for this class of patients and the 
patient himself is instructed in diet that he may be enabled 
to continue treatment after leaving the hospital. 
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This would not be a complete discussion without some 
mention of insulin. Two difficulties confronted us here: 
the high cost and the method of giving it. The cost 
is practically beyond our control but we have been able to 
continue by having each patient pay by the unit. If he 
receives twenty units a day he pays for twenty units. The 
supervisor gives it, and in this way much loss on the part 
of the hospital is overcome. In giving insulin, impress 
upon the patient that it is at times useful but that diet is 
always necessary. 

Derangement of the thyroid function is another of the 
important causes of disturbances of metabolism, and is 
studied in part by means of calorimetry. The exact 
method for the determination of the basal metabolic rate 
has become of great importance in the interpretation of 
diseases of the thyroid-and pituitary glands. Calorimetry 
may be either direct or indirect. The direct method re- 
quires an expensive respiratory chamber and is best suited 
for experimental work. The indirect method consists in 
estimating the oxygen consumption of the patient during 
a definitely timed period. From this the number of 
calories can be worked out. A most convenient and 
simple method is the use of the closed circuit apparatus, 
such as devised by Benedict. The oxygen taken up is de- 
termined from the change in position of the spirometer 
bell, due to a diminution in volume of the gas in the 
apparatus. Another indirect method for estimating the 


























metabolic rate is the analysis of the patient’s expired air. 
This is done by collecting the air either in a spirometer or 
in a Douglas bag, and measuring the volume by means of 
a wet meter, if the air has been collected in a Douglas bag. 
The oxygen and carbon dioxide so collected are analyzed 
by means of the Haldone gas analysis apparatus. The 
Douglas bag method is convenient in that the air may be 
collected at the bedside without moving the patient to the 
laboratory. The determination of the oxygen and carbon 
dioxide content of the expired air will give the respiratory 
quotient, which is so important in various disorders of 
metabolism. We have in use at present, both the closed 
circuit and Douglas bag methods, and in this way can 
check our results and do a large number of determinations 
in a short time. Too much cannot be said of the value of 
basal metabolism estimations in the diagnosis of goitre 
and in directing the treatment of these cases. No hospital 
is complete without a metabolic laboratory. We might 
speak of the value of metabolism in nephritis, but since 
this is not a true metabolic disease, we will pass on and 
speak of the necessity of the metabolic department. 
Necessity. 

To speak of the necessity of metabolism in the hospital 
is to repeat an old, old question: How necessary are hos- 
pitals?) The answer to that question plus the present de- 
mand is the necessity for all this labor. Simpler diseases 
may be controlled at home but there are few homes that 
have the facilities for instructing one with a disturbed 
metabolism just how to care for himself that this disturb- 
ance may produce the least serious results. One could 
say that the metabolic department is as necessary as life, 
for here persons are instructed how to care for themselves 
that they may prolong life and at the same time live com- 
fortably. 

Cost. 

I am expected to speak of the cost of metabolism in a 
hospital. Who ean speak of the cost of this department? 
Tt ealls for thorough and skilful workers. If we had only 
one patient we would need the chemist, the clinician, the 
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dietitian, and the nurse. Each of these is a person of 
superior intelligence and training and so demands a high 
salary which must be paid. Adding to the salaries, the 
consideration of the high priced foods served here, we may 
get an idea of the expense of maintaining such a depart- 
ment. A hospital caring for 25 diabetic patients will pay 
out from two to three dollars a day for each patient, ac- 
cording to the season and the food stuffs available. This 
does not include room rent. Considering this from an 
economic standpoint it would be a decided advantage for 
any hospital to plan carefully in building up, this depart- 
ment. 
Training. 

Neither can we overlook the training necessary for 
those who serve in this department. All are agreed that 
the head of any undertaking sets the pace for those who 
depend upon him. It will not do to have a skilful chemist 
and a poor dietitian. All must be equally well trained. 
You know what follows—contented patients, an enthusi- 
astic staff, and a hospital with a reputation that we all de- 
sire. If you are training members of your own hospital 
to fill these positions, give them plenty of time and oppor- 
tunities to master the work before putting them into the 
department. The necessary elements of training are in- 
telligence, opportunity, and intelligence—intelligence first, 
last, and always. 

The hospital should send its younger workers to vari- 
ous institutions and laboratories to see and to learn, espe- 
cially to receive inspiration. The progressive ones should 
be sent to different scientific meetings; in fact they will 
look to it that they have this opportunity to see such work. 
Stimulate experimental work, especially in this particular 
line. Give time and opportunity and not too much 
routine. 

In conclusion I would say that this department must 
do accurate work, for accurate and dependable work stimu- 
lates those connected with the hospital and makes for a 
strong morale. A metabolic department is a sign of pro- 
gress. It is modern, and is essential to every hospital. 


Basal Metabolism, Its Scope, and the Management of 
the Respiration Laboratory’ 


E. H. Wood, Marquette University School of Medicine, Milwaukee, Wis. 


LTHOUGH the introduction of indirect calori- 
A metry into the hospital and clinical medicine is a 

comparatively recent advance in the field of meta- 
bolism, the work of Lavoisier in 1780 marks the beginning 
of researches on metabolism. He showed that vital pro- 
cesses are those of oxidation with the elimination of heat. 
Oxygen was identified and named at this time by Lavoi- 
sier, who clearly recognized the importance of oxygen for 
the animal organism. It was many years before the work 
of Lavoisier was advanced. In 1850, Regnault and Rieset 
designed an apparatus for the measurement of the amount 
of oxygen absorbed, and the determination of the carbon 
dioxide produced by the subject. 

The human organism obeys the law of the conserva- 
tion of energy just the same as the physical world does. 
The work done by an engine is merely an expression of the 
energy contained in the fuel that it consumes. Just so is 
the work done by the human engine an expression of the 
energy contained in fuel it consumes—the food we eat. 

By determining the amount of oxygen consumed and 
the amount of carbon dioxide produced during a definite 
period of time, the actual rate of combustion can be de- 
termined. 

It was formerly thought that direct measurement of 
the heat produced was necessary for the accurate estimation 
of the total metabolism and energy transformations in the 
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body. An enormous amount of the most skilful and assid- 
uous work by such men as Voit, Rubner, Pettenkofer, At- 
water, Benedict, Lusk, Dubois, and their co-workers, has 
shown that the heat production calculated from the meas- 
urements of gaseous metabolism—indirect calorimetry— 
compares very closely with that which is measured directly. 

The basal metabolism, or basal metabolic rate, of an 
organism is the minimal heat production of that organ- 
ism measured from twelve to eighteen hours after the in- 
gestion of food and with the organism at complete mus- 
cular rest. 

Under these conditions, in which there is no muscular 
effort other than that of respiration and circulation, an 
accurate measurement of the oxygen consumption is a 
close index of the total heat production. We should in 
addition know the type of fuel being burned—fat, carbo- 
hydrate, or protein. This we can determine by obtaining 
the respiratory quotient—the ratio of carbon dioxide pro- 
duced to the oxygen consumed. The non protein respira- 
tory quotient varies from 0.70 to 1.00, and for each quo- 
tient there is a definite heat value or calorific value for 
oxygen. 

By the calorific value of oxygen we mean the heat pro 
duced when one liter of oxygen is absorbed in the body. 
The calorific value of oxygen is relatively constant, irre- 
spective of whether that oxygen is used to burn carbohy- 
drates or fat. 
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The calorific value of carbon dioxide, that is, the heat 
accompanying the excretion of one liter of carbon dioxide, 
varies considerably depending upon whether the carbon 
dioxide is derived from the combustion of fat or carbohy- 
drate. 

The value of the studies of gaseous metabolism has 
been increasingly recognized in surgical and medical treat- 
ment, and the determination of basal metabolic rates has 
become rapidly popular in hospitals andi clinics. 


There are several types of apparatus available for this 
work, including the socalled portable types, although they 
are rarely transported. It is necessary in all types of ap- 
paratus to obtain an accurate determination of the oxygen 
consumption. The majority provide for the estimation of 
the carbon dioxide output, while some omit this determina- 
tion, taking the figure 0.82 as the average respiratory quo- 
tient, which gives a constant heat value for oxygen. 
Greater accuracy is undoubtedly obtained if the true re- 
spiratory quotient is obtained. 


There are two methods in common use: the open cir- 
cuit and the closed circuit methods. In the open circuit 
method, the patient inspires atmospheric air and expires 
into a gasometer through a series of tubes and valves for a 
definite period of time. A mouth piece and nose clip or a 
face mask may be used. The volume of expired air is 
measured and corrected for temperature and pressure. 
Samples of the expired air are removed from the gasometer 
and analyzed for oxygen and carbon dioxide. The respira- 
tory quotient is determined and the calories per square 
meter of body surface per hour determined and compared 
with normal standards. 


There are two normal standards in use—the Dubois 
and the Harris-Benedict. The variations from the normal 
of both these standards are usually reported. Boothby 
has found in his study of the two standards that there is a 
fairly close agreement between them, the Harris-Benedict 
averaging 6.5 points above the DuBois. 


The open circuit method involves gas analysis, which 
is the bugbear of most operators. It requires careful 
training and skill, and is time consuming, but can be mas- 
tered by the intelligent technician. The accuracy of the 
method is unquestioned. In the closed circuit method, 
which is widely used, the subject rebreathes from a circu- 
lating current of confined air which is mostly oxygen. 
The carbon dioxide and water are removed by suitable 
absorbers and the decrease in volume represents the 
oxygen consumed. 


The basal metabolic rate determination is unquestion- 
ably of greatest value in disorders of the thyroid gland. 
There are other conditions which undoubtedly affect the 
rate, perhaps a larger number than we imagine, whose 
nature awaits further experiment. 


So far as hospital work is concerned at the present 
time, the greatest value of the determination of basal meta- 
bolism is in the recognition of the presence or absence of 
hyperthyroidism, or of hypothyroidism. 

In 1914, Kendall, of the Mayo Clinic, isolated the 
active principle of the thyroid gland, thyroxin. This sub- 
stance contains 65 per cent of iodine and is present, accord- 
ing to the findings of Kendall, Plummer and Boothby, to 
the extent of fourteen milligrams in the body tissues, ex- 
clusive of the thyroid. Thyroxin is usecl in the treatment 
of myxedema, which treatment, including the establish- 
ment of the initial dose, is controlled by basal metabolism 
tests. A variation of one milligram of thyroxin in the 
tissues causes an increase, or decrease, of three per cent 
in the basal metabolic rate. The function of the thyroid 
therefore is the production of thyroxin and the delivery of 
this substance to the blood stream. 

Hyperthyroidism, then, is that condition in which the 
amount of thyroxin in the tissues is sufficient to hold the 
basal metabolic rate above normal. Hypothyroidism is 
the opposite. 
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The basal metabolic rate is of extreme value in deter- 
mining whether or not the patient is a safe operable risk, 
in determining the condition of the patient after prelim- 
inary treatment—ligations, rest, x-ray—in following the 
results of x-ray treatment alone, to show how the patient 
is responding to treatment, and to know when to stop such 
treatment. In conditions of myxedema, when thyroxin 
treatment is employed, the basal metabolic rate is essential 
in establishing the initial dose, and in following the results 
of such treatment. 


In planning a respiration laboratory, space is usually 
quite a factor. In building, it can be arranged for, but 
usually one must accommodate the apparatus to the space 
which can be allotted for this purpose. As compact and 
workable an outfit as possible must be assembled. Too fre- 
quently, however, any space available is thought to be suit- 
able for a respiration apparatus. The best type of appar- 
atus for hospital work depends largely upon the size of the 
hospital. its laboratory facilities, and the skill and train- 
ing of the laboratory workers. It is well also to ascertain 
the use that will be made of the respiration laboratory by 
the clinicians. 

In all volumetric work with gases, it is necessary to’ 
reduce the observed volume of the gas to standard tempera- 
ture and pressure, viz., zero degrees Centigrade, and 760 
mm. A good barometer having a metric scale with Ver- 
nier reading to tenths of a millimeter, and a thermometer 
graduated in degrees Centigrade, are necessary. 


The training of the technician in the use and care of 
such equipment is of as much, if not of more, importance 
than the installation of the laboratory. This should be 
done by one thoroughly grounded in the fundamental prin- 
ciples of metabolism, and it is, of course, preferable that 
the technician be acquainted with these principles. The 
inherent errors in all methods necessitate the most careful, 
painstaking work on the part of the operator, that results 
which are accurate and of value to the diagnostician may 
be obtained. 

The technician must become familiar with the me- 
chanics of the apparatus and be able to detect and remedy 
leaks, to know when the absorbers are inefficient, and any 
details ,which may in any way seriously affect the deter- 
minations. As in all laboratory work it is the interpre- 
tation of results that counts. These interpretations should 
be made by the clinician and not by the technician, and 
certainly every means available should be exhausted before 
a diagnosis is made. A working knowledge of logarithms 
is essential. 

Aside from the fact that the patient must be in the 
post absorptive state, and should be at complete muscular 
rest for half an hour before the test, it is of decided advan- 
tage to have the patient in the hospital over night previous 
to the test. The patient can then be carefully controlled 
and the necessary conditions which should be observed are 
sure to be carried out. 


The patient must be handled expeditiously and in a 
way to allay fear. The hospital atmosphere should be 
avoided as much as possible in the metabolism laboratory. 
The concealing of the apparatus, the color of the walls and 
draperies, all have a decided effect on the patient, espe- 
cially those patients who, on account of a highly nervous 
condition, are extremely apprehensive. All of these fac- 
tors have a decided influence on the patient, and either 
aid in or detract from achieving the best results. The first 
test should be a preliminary one and should always be re- 
peated. 


Like all laboratory findings, the basal metabolic rate 
determinations cannot take the place of experience in the 
recognition of signs, and the keen observations of the real 
diagnostician, but rather place at his disposal a method 
for securing added information which should be of benefit 
not only to him but to the patient. 




















here today to open this discussion for you, for I am 

sure she would have much of interest and value to say 
to you on the preparation and serving of food in the hos- 
pital. 

The problems in a private specialized sanatorium are 
different from those in a hospital, and I hope you will par- 
don me for deviating somewhat from the general subject. 
My experience has been entirely with diabetic diets. Most 
of our patients are ambulatory patients and their meals 
are served in a living room directly connected with the 
kitchen, where everything is cooked. 

A necessary part of the preparation is the planning of 
the meals and in this the patient should share. An im- 
portant part of the treatment of the diabetic patient is to 
prepare him to go home and treat himself. He must know 
what to eat after he leaves the sanatorium, when he will 
be placed on his own responsibility. So we have the pa- 
tients plan their own meals each day. The dietitian be- 
gins making calls on patients soon after breakfast. 

Each patient is told what three per cent vegetables 
and six per cent vegetables we will have for dinner and 
supper, what the meat will be, and what the dessert. He 
has his diet order from the doctor which tells him how 
many grams of vegetables he is allowed, how much meat, 
the amount of fruit, cream, butter, muffins, ete., and the 
amount of bread or potato, if he is so fortunate as to have 
these starchy foods allowed in his diet. He, then, with the 
assistance of the dietitian, plans his menus for the day. 

He writes out on specially prepared slips, the articles 
of food and amount of each he will have. For instance, if 
he is allowed 250 gm. of three per cent vegetables for 
dinner, he may desire to have 100 gm. of it in a salad such 
as tomato and lettuce, and his remaining 150 gm. in string 
beans or spinach, or he might prefer to have both hot 
vegetables, taking 75 gm. of each, or he may decide to take 
75 gm. of six per cent vegetables in place of 150 of three 
per cent. He also states whether he wishes melted butter 
or cream and butter sauce on his vegetables. 

As a rule we plan to give them their choice of three or 
four hot vegetables and two salad vegetables. We usually 
serve only one kind of meat at a meal and vary it from day 
to day. 

If the dessert is a custard which contains egg and 
cream, these food materials must, of course, be deducted 
from his allowance and will lower the amount of meat he 
may have and the amount of cream to be served him in his 
cream pitcher. 

The patients, by doing this day after day, become quite 
skilful in planning their meals and gain in confidence, so 
that by the time they are ready to leave the sanatorium 
they feel well prepared to continue the dietetic treatment 
properly, having learned how to substitute one food for an- 
other of equal food value, and to include a variety of foods 
and recipes in their diets, thus making the meals less 
monotonous and thus lessening the temptation to break 
the diet. 

The patient who cannot master the calculation in- 
volved in planning a diet or substituting one food for an- 
other, must have his home menus made out for him by the 
dietitian, all the foods definitely stated in the exact 
amounts of each he is to take. A variety of breakfasts, 
dinners, and suppers are planned for him, including such 
foods as he knows he ean have at home, and he is given in- 
structions to follow these menus exactly. 


After the meals for the day have been planned, the 
dietitian takes all the menu slips to the kitchen for use in 
serving the trays. A nurse and two maids helping her, 


I is much to be regretted that Sister Dwyer cannot be 


do the serving under the supervision of the dietitian. 
4Read July 12 and 19. 


Preparation and Serving of Food’ 


Miss Edna Klumb, Dietitian, Dr. Lynch’s Sanatorium, West Bend, Wis. 
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Butter is made into ten gram molds, and salad vege- 
tables are kept on ice until just before serving time, when 
they are arranged on the salad plates according to the 
amount and kind called for on the menu slips. The cream 
is weighed into pitchers, and the fruit and bread are 
weighed. The weights of all these foods are marked and 
indicated in some way by the girls, and together with 
muffins arranged on a long table near the serving table. 
The hot foods are put on the serving table with plates 
which have been heated. When trays are being served, 
one girl takes the menu slip and lays it on the tray before 
her on one side of the serving table. She places on the 
tray, muffins, butter, cream, salad, bread, fruit or dessert; 
the girl who has charge of weighing the hot foods is at the 
opposite side of the table as the first girl reads off to her 
the amount of vegetables and meat desired on that tray, 
and whether coffee or tea. When the tray is ready the 
waitress carries it into the dining room, and by the time 
she brings back the empty tray another tray is ready for 
her to take in. 

You see the menu which the patient has planned is re- 
turned to him with his meal, and he is urged to observe 
the size of the portions and also to check it and see that he 
has everything called for, because, though we try not to 
make mistakes, they do sometimes occur. 

Each patient is given the opportunity several times to 
see his food weighed and his tray made up. When we have 
a patient come into the kitchen for this purpose we have 
his tray prepared first so it does not break into the routine 
or delay the rest of the serving. 

If any of you are interested in the details of education 
of diabetic patients as we have worked them out at Dr. 
Lynch’s Sanatorium, you might refer to an article in the 
July number of MHosprrat Progress, entitled, “The 
Dietitian’s Duty to the Diabetic.” 

This is the phase of the subject which is of most in- 
terest to me personally. In order to be of real service to 
the patient the dietitian must try to anticipate his diffi- 
culties and smooth the path. She must be entirely in sym- 
pathy with his home conditions. 

As dietitians we must bear in mind always that the 
patient is going home to follow an altered program of eat- 
ing and that it is our duty to prepare him for this new 
responsibility. We know the result will be disastrous if 
he fails. In the words of Dr. Joslin, let us then be sincere 
in our efforts to “Help make the home safe for the 
diabetic.” 

ROUND TABLE DISCUSSION. 
Conducted by Miss Edna Klumb, Dietitian, Lynch Sana- 
torium, West Bend, Wis. 

Miss Klumb: We have had many more patients since 
we have used insulin, and with very gratifying results. 
After three or four weeks many of the patients are able 
to decrease their use of it, but in cases where tolerance 
is below forty grams a day, we usually supplement the 
diet by the introduction of insulin. We make a urinalysis 
for insulin patients three times a day; for others just 
once in twenty-four hours. Blood count is taken about 
twice a week. I might say that the idea of having the 
patients eat together is a very good idea. 

Father Moulinier: How much do those in the kitchen 
think about those who are to get the food? I believe all 
general hospitals are low grade in the amount of thought 
and care they give to preparation of food for the ordinary 
patient. This terribly monotonous institutionalizing of 
food is a bad thing. Try to de-institutionalize your cook- 
ing service to the patient and you will find you are reach- 
ing the human being. You must feed not only the stom- 
ach, but the eye, the imagination, the whole nervous sys- 
tem, and the social status of the patient. Everything must 
be considered—home, age, sex, temperament, etc. If we 
should carry it to the extreme, we would have the psycho- 
logical supervision of food. We would have individualized 
serving. 
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Make an effort to see the psychology in feeding. We 
are highly sensitized beings, and all these little things 
enter into our ability to take certain foods. If there is 
any possible way for you in your hospital to influence the 
individualizing of your patients, do so. Let us keep away 
from the fearful mathematics of food. Let us try to 
camouflage it with a charm that has personal appeal. 
Put some one in charge who knows the psychology of 
food, and induce your Mother Superior to spend more 
money in getting food to the patient as you know he 
would like to have it. Do this, and I will guarantee you 
happier hospitals and better patients. 

I move that it be the sense of this gathering that 
there is such a thing as the psychology of the preparing 
of food, which it would be well for all hospitals of the 
world to take account of. 

(Seconded and carried.) 


BUSINESS MEETING, JULY 12. 
Conducted by Father Mahan. 


Father Mahan: I offer as a resolution that we ap- 
point a general chairman of committees and that the 
chairmen of the following departmen:s be now appointed, 
each having the privilege of selecting her own committee, 
as large or as small as is necessary: ; 

General Chairman—Sister M. Assisium, St. Mary’s 
Hospital, Minneapolis, Minn. 

Laboratory—Sister Jeannette, 
Fond du Lac, Wis. 

Operating Room—Sister M. Assisium, St. Mary’s 
Hospital, Minneapolis, Minn. 

Anaesthesia—Sister M. Suitbertha, Mary Immaculate 
Hospital, Jamaica, N. Y. 

X-ray—Sister M. Longina, St. Mary’s Hospital, St. 
Louis, Mo. 

Dietetics and Metabolism—Sister 
Xavier, Mercy Hospital, Pittsburgh, Pa. 

Obstetrics—Sister Mary Alice, St. Joseph’s Hospital, 
St. Paul, Minn. 

Pediatrics—Sister Mary Therese, Misericordia Hos- 
pital, Chicago. 

Father Moulinier: I move that this suggestion be 
adopted as a resolution. Seconded. Carried, 

Father Mahan: It will be the duty of these commit- 
tees to gather all data possible, tabulate and arrange it, 
and so discuss it that it may lead to the formulation of 
effective plans. Each committee will be responsible for 
the work of its group next year. 

The committee on resolutions this year is Sister Jean- 
nette, St. Agnes Hospital, Fond du Lac, Wis.; Sister Mary 
Magdalena, Holy Cross Hospital, Salt Lake City, Utah; 
Sister M. Henrietta, St. Francis Hospital, Blue Island, 
Ill.; Sister McPhillips, St. Bernard’s Hospital, Chicago. 
Sister Jeannette will read the resolutions. 


Resoluticns. 


Resolved, that a vote of thanks be extended to his 
Grace, the Most Reverend Archbishop Sebastian G. Mess- 
mer, Monsigneur Traudt and Monsigneur Breig, for the 
hospitality shown us in making it possible to conduct this 
conference at Spring Bank; to Father C, B. Moulinier and 
Father P. J. Mahan for their guidance and untiring zeal 
in bringing about co-operation between and unity of, 
Catholic hospitals; to the members of Marquette and 
Loyola Universities for their presence and co-operation in 
making the program a success; to Miss Schemmer and 
Miss Stimson and the Catholic Guild of Nurses for their 
untiring care for the comfort and entertainment of the 
conference delegates. 

Resolved, that it is the unanimous opinion of the Sis- 
ters that the separate conferences as held this present 
year are decidedly superior to the one national convention 
as hitherto held. 

Resolved, that the Sisters present pledge themselves 
to use every effort to influence the minds of superintend- 
ents to co-operate with any plans of Father Moulinier in 
securing Spring Bank for the Catholic Hospital Associa- 
tion. 

Resolved, that the Sisters of the various hospitals 
pledge themselves to co-operate in the promotion and suc- 
cess of the Hospital College and Normal Training School. 

Resolved, that the Sisters will take home the idea as 
expressed by Father Moulinier, of developing Spring Bank 
into a hospital mart by making the time of conferences 
the annual purchasing season. 

Resolved, that this group effect a perfect organization 
by the appointment of standing committees, one for each 


St. Agnes Hospital, 


Mary Francis 
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of the departments represented in the group, the purpose 
of these committees being to make a thorough survey of 
their respective fields, tabulate the results secured, and 
take before the conference of 1924 their conclusions and 
recommendations. 

Resolved, that the president of the Catholic Hospital 
Association ascertain whether the faculties of the five 
Catholic medical schools are willing to co-operate with 
the chairmen of committees in drawing up questionnaires 
and formulating methods. 

Resolved, that the committee express the opinion that 
the success of the efforts of the Catholic Hospital Asso- 
ciation depends upon the ready acceptance of guidance 
from the Association as expressed in the action of the 
committees, and upon loyal trying out of their recom- 
mendations. 

It was moved that the resolutions as read be accepted. 
Seconded, and carried. 

Father Moulinier: I think you may be satisfied that 
in the coming year the Catholic Hospital Association will 
be better organized and will reach results more quickly 
and efficiently than ever before. I am sure that medical 
schools under Catholic auspices will be very glad to co- 
operate with us to this end. I realize that it may take 
some years before our non-Catholic doctors accept by con- 
viction the reasonableness of our ethical code. But talk 
with your doctors; talk with your Mothers Superior. 

It is my hope to bring all of you to thinking in the 
same direction. The Catholic Hospital Association will 
grow in strength and in value to you according as you 
as individuals and through your hospitals appreciate the 
work of the Association and all its activities. 

If your doctors on the staff do not take an interest 
in Spring Bank and in HOSPITAL PROGRESS, it seems 
to me they are lacking in interest and in loyalty to your 
work. Through the magazine, the work of these confer- 
ences will be reinforced, emphasized, and eventually made 
effective. 

If you are convinced that Spring Bank is a good place 
for your nurses to take their vacations, make it an urgency 
that they come. Also have it in mind to present along 
with the provision for recreation, the provision for cer- 
tain classes. I am beginning to think it may be better, 
also, to have a national guild rather than small guilds. 
If so, we will be doing this before the end of the summer. 
With this as a center we could create a National Catholic 
Guild something like your International Catholic Hospital 
Association; one that might even become a division of 
your organization. 

We are going to try to develop department after de- 
partment in HOSPITAL PROGRESS, and to have an en- 
larged editorial staff, that every activity in the hospital 
may have its proper consideration. Much of the support 
which you will need for the magazine and its activities 
should come from the commercial people of whom you 
make very large purchases. Our Normal Training School 
will cost from twenty to thirty thousand dollars a year, 
and why should they not be made to see that if you are 
supporting them by your patronage, they should assist 
you in getting the things you want? We want to make 
this the central buying market of the Association, Talk 
to those who have the business interests of your hospital 
in charge. 


Father Monaghan, St. Louis, Mo.: I have been in- 
terested in spiritual medicine for some time, and in every 
one of our retreats I stress that higher call of sublime 
life devoted to God and humanity. I am happy with the 
opportunity to say that while I have received much in- 
spiration from the scientific discussions here, I have also 
found much in your spiritual discourse. I am deeply im- 
pressed by the learning and intelligent interests of the 
Sisters, and by their devotedness to Christ in their service 
to Christ’s friends. It has been an inspiration to me. 


DISCUSSION OF ETHICS BY GROUP II.1 
Conducted by Father Mahan. 


Father Mahan: We will take up a series of ethical 
questions for discussion. Should the teaching of ethics 
be left in the hands of a reliable Catholic physician, or 
should it be undertaken by a priest? 

Teaching of ethics involves a thorough knowledge of 
psychology and a thorough course in natural theology. 
A number of the allied philosophical sciences are pre- 
supposed for the proper teaching of ethics. If you have 
a doctor with such training, well and good. He should be 


*This discussion took place Thursday afternoon, July 19. 
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particularly effective in his practical application of the 
subject to the profession, However, the priest can make 
himself well acquainted with the practical field, and from 
the point of view of his all around training he is the one 
to give it. Those who object that because many of their 
auditors are Protestants the instruction would have more 
weight if it came from a doctor, argue falsely. The sub- 
ject of ethics is not based on religion. 

From a legal standpoint, could a physician who has 
an unethical reputation compel a hospital to admit and 
care for his patients? 

From a legal standpoint the hospital has the right 
to exclude a doctor of unethical reputation. However, it 
can accept the patient if the patient is willing to accept 
the services of another doctor. The greatest tact must 
be used. 

Are records considered the property of the hospital? 

They are, but the hospital cannot do with them as it 
wants, without the permission of the doctor. A doctor 
of the right kind will not withhold information valuable 
to other men of science. 

Should not an effort be made to have the Holy Office 
in Rome pass upon so important a document as our hos- 
pital code of ethics? 

Yes, by all means it should. Only the Holy Office 
can pass with authority on things that may and may not 
be done. The Catholic Hospital Association cannot; an 
individual cannot. Well meant individual zeal may lead 
to serious consequences. 

Can an operation be performed if a diagnosis is made 
for an ectopic before the rupturing of the tube? 

It is possible, but it may not be done. The tube must 
rupture first. Opening the tube is the direct killing of 
the child. After the rupture, life has already been taken 
away. By not opening the tube many times the mother’s 
life is endangered, but only God has dominion over life, 
and we cannot exercise such dominion. The doctor will 
not always accept this, but it is not a doctrine of religion. 
It is natural reason. 

What is the duty of nurses toward the physician, 
patient, institution, and family? 

Her duty toward all is one of competent service. She 
should not accept responsibility which she cannot meet. 
If she knows the physician on the case is not competent 


she is permitted to withdraw her services to prevent the 


embarrassment of not fulfilling his orders. But it is not 
considered ethical to speak against him while she is on 
the case. However, I cannot appreciate this method of 
withholding just criticism. 

How can Sisters improve the hospital ethics of some 
doctors ? 

That al! depends on the characters of the doctors. If 
they see the thing in the right light after the explanation 
has been made that the Sister feels any but her sugges- 
tion would be a violation of God’s ‘will, he will accept it. 
If he will not comply with the ethical code I think he 
might be asked to leave. In the case of men who appar- 
ently have no sense of right and wrong, the best thing is 
to eliminate them, Usually the hospital can have an 
executive committee work out this plan to become a staff 
action. With good organization this is possible. 

Do you not think that Sisters intelligent enough to 
properly conduct a standardized hospital are sufficiently 
grounded in Catholic ethics to be trusted with a proper 
enforcement of ethical conduct by the staff? 

Yes, if they understand what ethical conduct is. If 
they are properly grounded, certainly they may. Even a 
priest must frequently withhold judgment until he has 
reverted to his books and perhaps to expert counsel. How- 
ever, it must be remembered that skill in hospital ability 
is not a guarantee of ethical knowledge. 

What suggestions can be made to eradicate fee- 
splitting ? 

Have a rule against fee-splitting, and have your doc- 
tors agree to it. Closely observe any who give ground for 
suspicion. The man who is a fee-splitter has no con- 
science against the practice, and it will only be when 
public opinion takes a stand against it that he will see 
it as poor business. Notice where your cases come from 
ind whether there is too much variation in assistants. 

Will the Golden Rule cover all points of ethics? 

No. It would if every one desired only what is right. 
The Ten Commandments cover every point of ethics. 

What would be the best book with which to teach 
ethics to nurses? 

_ It would be very difficult to select only one. Father 
Finney’s and Father Burke’s books are two of the most 
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recent. I would also suggest a little book by Father 
Poland which gives a general understanding of ethical 
principles. Father Spaulding and Father Coppens also 
have good books, and I would include Dr. O’Malley’s, “The 
Catholic Nurse.” 

Would it be time well spent thoroughly to teach the 
simple, underlying principle of ethics to nurses (both sec- 
ular and religious) instead of teaching mainly applied 
ethics ? 

If you teach applied without fundamental ethics, the 
student knows only what is right but not why it is right, 
and difficulties are likely to result. 

Father Moulinier: Ethics requires a great deal of 
training, and the briefer you are the more difficult it is 
to be scientific. 

Does this lack explain why the average nurse (secu- 
lar or religious) is so frequently unable to explain through 
reasoning why some things are right and others wrong? 

We agree that it is much better to be able to main- 
tain one’s principles with a good process of reasoning than 
merely to state that this or that is contrary to conviction, 
and stop there. 

Why are some Catholics so careless about preparing 
Protestant patients for death, to the extent of not volun- 
teering to make with them an act of contrition or offering 
Baptism ? 

There may be various reasons, such as lack of zeal, 
timidity, uncertainty as to one’s own power, lack of in- 
struction for time of death, perhaps even false delicacy. 
But it is a question of Divine right and obligation, even 
if the patient does not realize the need of help. An 
aggressive word on the part of the nurse might help 
greatly to this realization. Perhaps the fault is largely a 
matter of temperament. 

Should the hospital, realizing that the patient is not 
receiving all the necessary treatment (when the patient’s 
relatives feel the same), permit the patient to change doc- 
tors while in the hospital ? 

Sister: We advise a patient if he is able, first to 
leave the hospital, then to get another doctor. I think it 
is generally unwise to change doctors in a hospital. 

Sister: If the patient insists, he is permitted to 
change. But it is not advised. 

Sister: In case of dissatisfaction we usually advise 
consultation of a new doctor with the doctor on the case. 

Sister: Where we have considered it necessary, we 
have changed doctors on a case. 

Father Moulinier: When it is a question of justice 
to the patient you must not hesitate to advise a change 
if it is for the welfare of the patient. On the other hand, 
you may do an injustice to the doctor by hastiness and 
false judgment. But the welfare of the patient comes 
first, regardless of the feelings of the doctor, However, 
we may never harm the reputation of a doctor without 
being fully warranted by the absolute need of another. 
It is a difficult situation to handle. I think each case is 
unique and must be treated according to circumstances 
and individuals. 

When asked by members of the patient’s family 
whether we feel that the patient is getting proper care, 
and whether we would advise a change of physicians, 
what is to be done? 

Father Mahan: If the doctor is a staff member you 
should be confident that he is not deficient; if he is he 
should not be on your staff. If the doctor is not on the 
staff there should be investigating and advisory machinery 
to determine his degree of competency. 

What are the duties of the hospital board toward the 
pupil nurses, interns in training, and Sisters in training, 
as regards the educational standpoint? 

The hospital board has the obligation to give what 
justice requires. The nurse is not there as inexpensive 
help, nor is the intern an orderly or anaesthetist. Both 
are in training. The Sister likewise should have every 
opportunity for proper training. 

Is it not altogether unethical for doctors to criticize 
or find fault with another doctor’s work in the presence 
of the patient or his relatives? 

It is commonly understood -to be unethical. Never- 
theless all necessary effort must be made to see that the 
patient gets a square deal. 

Where ethical practice has always been insisted upon 
by the surgical supervisor, is the posting of rules relative 
to surgical ethics necessary ? 

It is not absolutely necessary if she can be watchful 
for every one who operates in the hospital. If the general 
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statement is made that ethical practice is expected to be 
observed, I don’t see the need for detailed regulation. 

What disposition should be made of limbs amputated 
in a Catholic hospital ? 

The best disposition of the limbs of a baptized Cath- 
olic is burial in consecrated ground. The church requires 
this unless under extreme or reasonably onerous condi- 
tions, when the limbs may be burned. This is particu- 
larly true in case of dangerous disease. The obligation 
to properly dispose of limbs which have been amputated 
rests with relatives, not with the hospital. 

Has the Catholic Hospital Association adopted a text 
for teaching ethics? 

No. It has not been given that authority by the 
membership. 

Who should teach psychology to the student nurses— 
a priest or a physician? 

A priest is better qualified because he has all the 
kindred sciences, which are extremely important. 

Should it be taught from a religious standpoint? 

No. Psychology itself is a natural science. 

Would it be advisable to have the chaplain or some 
other appointed clergyman give a practical course in 
ethics in the nurses’ training school? 

By all means. 

What should be the attitude of the staff toward a 
member of the staff who is always ready to take advan- 
tage of opportunities in the operating room to violate our 
code of ethics? 

The attitude should be one of opposition and con- 
demnation, and if there is no amendment on the part of 
the physician it should lead to a vote of expulsion. 

What should be done to physicians who repeatedly do 
not give the right name of the operation they are going 
to perform, claiming that it is their right to operate on 
their patients as they please? 

The matter should be brought out in open staff meet- 
ings and such doctors should be told they cannot continue 
in this practice. It is preferable that a man of this type 
should not be on the staff, and if he continues, drop him. 

When a doctor wishes to perform an operation which, 
according to her conscience, the Sister knows to be un- 
lawful, should he be spoken to on the subject by the Sister 
or by a member of the staff? 

It is better for the Sister to have a staff member 
speak to him. If you haven’t such an organization, the 
Sister must do this, But she should first know that she 
has the backing of the Mother Superior. If the Sister 
in the operating room cannot in conscience do certain 
things, she should either be taken off duty or be backed 
up by hospital authority. 

Is it against the laws of ethics for a nurse to advise 
the patient to ask for consultation with another physician, 
if she is under the impression that the patient is not im- 
proving by the treatment ordered by the attending 
physician ? 

It is not against the laws of ethics, but she need not 
make a statement to that effect. She can bring it about 
by other means. 
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What disposition should be made of a foetus follow- 
ing abortion? 

The family should determine this. Medical schools 
are often eager to secure a foetus for study. If abortion 
has taken place, and it is possible to administer Baptism, 
the foetus should be buried in consecrated ground. 


CLOSING REMARKS OF FATHER MAHAN TO 
GROUP II. 

Co-workers have gradually come forward to carry on 
with Father Moulinier the excellent work which he and 
Dr. McGrath for several years carried on alone until about 
four years ago. Even at that time, Father’s had been 
a wonderful work of forming and spreading minimum 
standards that were generally recognized all over the 
country, and were in operation in some large hospitals. 
The fact that although the program was so generally 
known and recognized as desirable, it was only sparsely 
in effect, was due to this, that it was impossible for one 
or two in charge of everything to put the program into 
effect at long distance, the only available means of the 
Catholic Hospital Association at that time. But the im- 
mense work of propaganda had been done. The evident 
need was for active workers in each field, 

Within six months after this need was supplied, hos- 
pitals were organizing staffs, they were making attempts 
at records, laboratories were under way, there was x-ray 
activity, and efforts were being made to secure better 
technicians. 

At the next conference in Chicago was instituted the 
idea of state conferences. I think they have been the re- 
generation of the Association. In every instance, Sisters 
have been interested and have gotten more perceptible 
benefits from them than from national meetings. I say 
more perceptible because the small meetings have come 
closer to their ordinary problems. It was this that forced 
home the conviction that the Sisters would appreciate 
more this type of simple, detailed meeting, followed up 
by activities. And the conviction has led to these group 
meetings at Spring Bank. 

Now if our committees function and the Sisters really 
take an active part, the Association will be permanently 
established beyond any doubt. The importance of these 
committees is great, and the training of Sisters in real 
activity and committee work is one big movement that 
has come out of these conferences. Hence you should 
meet readily any requests of these committees. The 
chairmen will work in a very thorough-going manner to 
get in touch with the leading thought of the country in 
making a complete survey of their respective fields. 
Therefore whatever they do will be of real, permanent 
value, and you can see immediately what wonderful results 
will follow and what immense credit will be reflected upon 
the church. , 

There is still a large body which has not shown in 
the Association the interest which it should. Wherever 
and whenever we have the opportunity, we must try to 
secure their co-operation, 


‘Thursday afternoon, July 19. 
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vancement in medical science. The practice of 

medicine is no longer a haphazard hit or miss, try 
this, try that, sort of thing. Instead it has become an 
exact science with careful, accurate diagnosis followed by 
scientific medical treatment. A vast amount of research 
has been done, and is being done today, and the human 
race is reaping the advantages of all this work. Human 
suffering is reduced to the minimum, compatible with 
present knowledge of medical science. 

Today we feel that medicine could not be practiced 
without the products of endocrine glands, thyroid, 
parathyroid, adrenal, pancreas, etc., nor without serums, 
vaccines, antitoxins and bacterins, nor without the syn- 
thetic chemicals, such as aspirin, barbital, ete. Yet a 
few years ago these things were unknown. They repre- 
sent a decided advancement of medical science. 

Of more recent date are iletin, germanium dioxide, 
and bacterium acidophilous. It is a fascinating story of 
medical triumph. Best of all, it is a continuous story 
and we may expect even greater triumphs in the future. 

When a physician is called to administer to a patient, 
the patient’s life is placed in his hands. His responsi- 
bility is great indeed. No other profession has a greater 
responsibility. The physician cannot discharge this re- 
sponsibility without the intelligent cooperation of the 
pharmacist. A physician’s message to the pharmacist, 
the prescription, must be considered an almost sacred 
document which calls for the most painstaking, accurate, 
and exacting service of the pharmacist, in order to protect 
the health, yes, even the life of the patient. An error in 
reading the prescription, or carelessness in giving over- 
doses, may bring untold suffering and even death. Thus 
we see that the pharmacist is coresponsible with the phy- 
sician in protecting the patient. 

The state has recognized this responsibility and has 
passed laws to adequately protect the public, by insuring 
that only properly trained individuals are permitted to 
perform this important duty of dispensing medicines. 

Ten years ago all that was required of a pharmacist 
was four years of practical experience and the successful 
passing of an examination. Today some twenty states 
have prerequisite laws, requiring that all applicants for 
registration as pharmacists, be graduates of reputable col- 
leges of pharmacy. Indiana, Illinois, Ohio, and South 
Dakota now require the applicant to be a high school 
graduate, and a graduate of a reputable college of phar- 
macy, before he is allowed to take the license examina- 
tion. At its last annual meeting in June, 1923, the 
Indiana Pharmaceutical Association unanimously recom- 
mended that after 1925 the minimum course in a college 
of pharmacy should be a three-year course. The same 
recommendation has been passed by the American Con- 
ference of Pharmaceutical Faculties, and we may look 
forward to the elimination of the two-year ee 
course in a very few years. I speak of this to show you 
that pharmacy is awake to the responsibility it must dis- 
charge, and is doing everything to protect the public by 
licensing only competent and well-trained practitioners. 

Our national government has recognized the com- 
petency of the pharmacists and by the passage of the 
Harrison Narcotic Law and the Volstead Act, has placed 
upon their shoulders the responsibility of dispensing 
nareoties and alcoholic preparations. The pharmacists 
are faithfully discharging these responsibilities and prov- 
ing themselves worthy of the trust confided in them by 
the United States government. It is true there are some 
black sheep in the fold, but these are being weeded out. 

The careful preservation of some medicines is as im- 
portant as their careful dispensing. Especially is this 


T= past twenty years have witnessed a rapid ad- 
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true of serums, antitoxins, vaccines, and bacterins. These 
preparations require the use of an ice box in the drug 
room, in order to adequately preserve them. 

Contagious diseases are now in a great measure not 
so pestilential since hospitals have contagious wards and 
their drug rooms are prepared to furnish the necessary 
medicines, serums, antitoxins, etc. We all know that time 
is an important factor in these diseases and the hospital 
pharmacy must always have on hand a properly preserved 
supply of these medicines. This adds to the duties and 
responsibilities of pharmacists. 

The responsibility of the hospital pharmacist does 
not, as in the case of the local druggist, cease when the 
medicines are properly prepared and ready for adminis- 
tration. In our hospital all medicines prepared for 
patients are administered by the pharmacist, except such 
things as cathartics, heart stimulants, and a few of the 
common medicines. These are kept in a medicine chest 
under lock and key on each division of floors, and are 
administered by the nurses. Our method of procedure 
is as follows: 

System Adopted for Prescriptions. 

The physician writes his prescriptions on the order 
sheet of the patient’s chart for whom he wishes to pre- 
scribe, and immediately makes a duplicate on a regular 
prescription blank, furnished on each chart desk of all 
the divisions of floors, maintained for the purpose of 
keeping the patient’s records. 

The duplicate, when compounded, is given the cor- 
rect file number. This file number is recorded by the 
Sister pharmacist or her assistant, in the medication 
column of the patient’s chart, immediately after the dose 
has been administered, and at each time it is repeated. 
The same file number is simultaneously written beneath 
the original, corresponding prescription on the order 
sheet of the same chart. 

This method informs the nurse on the case exactly 
what medicines are administered to her patient, and she 
is prepared to watch the effects of the medical treatment; 
also to note and report to the physician, any unfavorable 
symptoms which arise. 

Preparation of Medicines. 

That the patient may receive the precise ingredients 
and the exact dose of these ingredients which the physi- 
cian intends, every conceivable precaution must be taken 
to prevent error in the compounding of a prescription. 
Therefore, after it has been brought to the drug room, it 
is carefully read. Any doubt that presents itself to the 
pharmacist regarding the components of this prescription, 
their solubility, incompatibility, or the individual doses 
of these components, must be cleared and certainty ac- 
quired before any further step to filling the prescription 
is made. Consequently the physician who wrote the pre- 
scription must be consulted, either directly or by tele- 
phone. If through some inadvertence of the physician, 
the ingredient or dose was intended otherwise than therein 
stated, the doctor will willingly and candily correct the 
error. If, however, the extraordinarily large dose was 
prescribed deliberately for a certain known reason or 
desired effect, when his design is made manifest, pro- 
cedure to compound the prescription is continued. All 
the drugs therein specified are placed in their containers 
to the right of the scale, which is first correctly balanced, 
and the ingredients are weighed or measured successively, 
and placed to the left of the scale, to prevent a repetition 
of the same drug. 

After all ingredients have been weighted or measured, 
the prescription is again checked and the containers are 
returned to their proper places. When the mixture is 
completed, it is put into a bottle or container and labeled 
distinctly, bearing the patient’s name, room number, the 
size and frequency of the dose, and the correct file 
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number. It is then consigned to a tray reserved exclu- 
sively for dispensing medicines. 
Administration of Medicines. 

Not only is the preparing of medicines a very im- 
portant, conscientious task. The dispensing of them is 
of no less importance, and deserves consideration. 

To insure as secure a method as possible for the ad- 
ministration of medicines, and to safeguard the patient 
against the possibility of getting a wrong dose, special 
trays are used, provided with aluminum rings into which 
the medicine glasses are securely and conveniently placed. 
To these aluminum rings labels are attached, and upon 
each specific label the patient’s name, room number, and 
the file number are written. 

The liquid or solid dose being taken from the dis- 
pensing counter is put into a glass, then placed into the 
correctly labeled ring on the dispensing tray, and in this 
manner is carried to the patient—directly from the phar- 
macy, at regular, stated hours of the day. When medi- 
cines are ordered to be given regularly throughout the 
night also, the bottles or containers are labeled identi- 
cally with the foregoing, and the size of the dose and the 
precise hour at which the medicine is to be given, are 
left with the night nurse on duty of patients who are to 
receive the medication. 

Heart stimulants, cathartics, laxatives, pills, and such 
medicines as are generally prescribed on the patient’s 
order sheet only, to be administered immediately, are 
kept on each division of floors in a special medicine chest 
under lock and key. These are in charge of the supervis- 
ing nurse in each department and are dispensed there- 
from. Medicines that are prescribed more frequently than 
every three hours are also dispensed directly from the 
floors. 

In our hospital the pharmacist also has the duty of 
instructing apprentice pharmacists and giving them care- 
ful and exact experience in preparing and dispensing 
medicines. The state laws require that each of these 
apprentices have a certain amount of practical experience, 
and this must be supervised by the hospital pharmacist. 
It is by no means a light duty to perform, since the suc- 
cess of the apprentice depends in great measure upon this 
practical training. Of course the apprentice assists in 
the duties of the drug room, but all the work must be 
carefully supervised by the hospital pharmacist. The 
hospital pharmacist is responsible for all errors com- 
mitted by apprentices; therefore this supervision must 
be made with care. 

The hospital pharmacist also gives instruction to all 
student Sister nurses. Each nurse is given a special, four 
weeks’ experience in the drug room. They are not given 
the usual instructions in preparing galenicals, compound- 
ing prescriptions, ete. There training is directed mainly 


to the importance of careful, exact, and conscientious 
handling of all medicines which they give to their patients. 
Narcotics, sedatives, heart stimulants, antiseptics, etc., 
are carefully studied. They are made familiar with the 
most important drugs in daily use, the dose, and their 





[ IS very interesting to note the progress made in phar- 
macy in the past. Pharmacy of olden days was com- 
posed of a jumble of empiricism, mysticism, and quack- 

ery. Many of the animal preparations used a few hundred 

years ago for the relief of human ailments were not only 
useless, but absolutely disgusting. A few of the more 
revolting remedies used in the treatment of human ills 
in .the past may be mentioned in brief, such as the saliva 
of a fasting man, human and animal excrements, mummy 
extract, moss derived from skulls of the dead, bezoar 
stones, which were calculi obtained from the urinary and 
intestinal tract of Persian wild goats, etc. Human fat 


was regarded as an excellent remedy for rheumatism, and 
at one time in England there was keen competition be- 
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method of administration, diluted and undiluted forms, 
original containers, ete. They are also thoroughly drilled 
in solutions in order that they may make no mistake in 
administering any medicines provided them from the 
floor drug room. 

The hospital pharmacist is also responsible for re- 
plenishing the supply of drugs in the drug cabinets on 
the several floors. This is done at regular, stated hours 
of the day in order to avoid annoyance and distraction 
when compounding medicines. When the pharmacist is 
weighing a potent drug or estimating the amount of 
menstruum necessary for a galenical preparation, she 
must not be disturbed to’ fill a bottle of epsom salts for a 
nurse that must administer a dose at once, or fill a bottle 
of dressing alcohol for a physician who is ready to dress 
his patient. All of this is avoided by replenishing the 
supply in the several drug cabinets at regular, stated times 
each day. 

All of us realize the danger involved in dispensing 
potent medicines. To avoid errors, every drug room 
should have a special compartment for these and have it 
labeled “Poisons.” Each time a drug is taken from the 
poison chest, special care must be observed to insure no 
untoward results. The fact that the medicine is kept in 
the poison chest, serves to remind the pharmacist that it 
is potent, and that care must be used in dispensing it. 

Another special locked compartment must be pre- 
pared for narcotics and each time a narcotic is dispensed, 
the proper record should be made. 

We discourage verbal orders and limit them to the 
minimum, because we realize the danger involved. To 
illustrate, a nurse called for procaine sufficient to make 
a quart of seven per cent solution. When requested to 
present a written order, she returned with a prescription 
for seven grains of procaine to a quart of solution. Dan- 
ger always lurks in verbal orders, and they should be dis- 
continued entirely or reduced to the minimum, and then 
each should be carefully considered. 

The hospital pharmacist is charged with the duty of 
keeping a sufficient supply of all medicines needed at all 
times. For the medicines in common use this is an easy 
matter. Not so, however, in the case of rare or new 
patent medicines. Here the pharmacist must use care, 
or considerable money may be wasted in providing patent 
medicines which the physician may prescribe only once. 
These new patents should be purchased in very small lots, 
until the pharmacist is assured that a greater quantity is 
needed. Many druggists have lost large sums in this 
way, and a similar thing could easily happen in a hos- 
pital pharmacy. 

Perhaps this paper leaves the impression that the 
duties of hospital pharmacists are more arduous than 
those of a physician or nurse. Such is not my intention. 
I feel that the duties and responsibilities of a hospital 
pharmacist are more than compensated by the satisfaction 
derived from the thought that these duties and respon- 
sibilities well performed, are assisting in alleviating 
human suffering. 





tween the apothecaries and public executioners. Fresli 
urine, two or three glasses before breakfast, was highly 
recommended for gout, hysteria, and _ obstructions. 
Powdered human bone in red wine was used to cure 
dysentery. Oil of puppies was made by cutting up two 
newly born dogs and boiling them in a varnished pot for 
twelve hours with one pound of live earth worms. This 
preparation was highly recommended for sciatica and 
paralysis. Earth worms were widely used for the relief 
of pulmonary diseases, and snails macreated with sugar 
and strained, were used as a cough syrup. 

At the present time we have a number of drugs and 
preparations of animal origin which are official in the 
present United States Pharmacopoeia and whose actions 
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are fairly well understood, e. g., extract of thyroid, hypo- 
physis, ete. It is very likely that within the next hundred 
years many of the drugs now in use will appear on the 
obsolete list, and rightly so. 

There was a time not so long ago, when it was a 
common sight to see preparations in pharmacies which 
contained from ten to fifty different ingredients. Such 
preparations, if they do possess any virtue at all, are un- 
scientific. Very many contained one active constituent 
and very many more without action or very little. It was 
also rather common to see prescriptions written by men 
of the old school, containing from ten to fifteen ingred- 
ients, some in such minute doses that it was difficult to 
see how any action at al! could be obtained, while in 
others the dose was more liberal but the therapeutic action 
more questionable. It appeared that the extent of a 
doctor’s knowledge was in direct proportion to the num- 
ber of drugs he could put into one mixture. It is gratify- 
ing to see the day of this polypharmacy fast disappearing. 
It is unusual to see prescriptions written by the younger 
physicians today, containing more than four or five in- 
gredients. Modern pharmacy is on a sounder basis. The 
preparations are fewer and are better understood, and as 
a result the gunshot prescription is doomed. The num- 
ber of drugs used as specifics in medicine is very limited. 

United States Pharmacopoeia. 

As the history of the pharmacopoeia to a large extent 
is the history of pharmacy, it is interesting to note the 
part played by the pharmacist in the formation of the 
United States Pharmacopoeia. As the pharmacopoeia 
developed from books of much empiric knowledge to books 
of high scientific standards, so did pharmacy change from 
the mixing of useless, revolting concoctions to the com- 
pounding of scientific preparations of known physiologic 
and therapeutic action. Several hundred years ago there 
was a great number of different pharmacopoeias through- 
out the world. Almost every city had one of its own. 
This brought about a serious situation because travelers 
having prescriptions from doctors in their native city 


filled in a neighboring city, were likely to get prepara- 
tions many times stronger than those official in their 


locality, or vica versa. Gradually the situation was re- 
lieved by the adoption of national pharmacopoeias. 
Although this is a vast improvement there still exists 
some confusion for people who in traveling have pre- 
scriptions written in one county and filled in another. 
But this is not a serious inconvenience as the dispensators 
will help the pharmacist settle the question. 

The first United States Pharmacopoeia was inaugu- 
rated in 1817 by Dr. Lyman Spoulding of New York City 
when he submitted to the Medical Society of the county 
of New York a project for the formation of a national 
pharmacopoeia. Dr. Spoulding divided the United States 
into four districts—northern, middle, southern, and west- 
ern. Each district was to send delegates from the medi- 
cal societies and medical schools to the district conven- 
tion, and to form a pharmacopoeia and send it with dele- 
gates to the general convention held in Washington, D. C, 

The northern and middle districts, composed of the 
New England states and New York, Pennsylvania, New 
Jersey, Delaware, and Maryland, sent two pharmacopoeias 
with their delegates to the general convention at Wash- 
ington in January, 1820. The southern and western dis- 
tricts were also represented but sent no pharmacopoeia. 
The pharmacopoeias were composed, revised, and con- 
solidated into one work, which, after revision, was adopted 
and ordered published. In December, 1820, appeared the 
first United States Phamacopoeia. 

Before adjourning, the general convention made 
arrangements for subsequent revisions of the work. This 
revision has taken place every ten years. Until 1850 the 
pharmacopoeia board was composed solely of members of 
medical societies or medical schools. At the convention 
of 1850, pharmacists were present for the first time. 

In 1840 the pharmacopoeial convention consisted of 
twenty delegates, and the committee on revision consisted 
of seven members, all physicians. At this meeting the 
cooperation of the colleges of pharmacy was asked. In 
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1900 there were 52 medical, and 59 pharmaceutical bodies 
represented, and from delegates present a revision com- 
mittee of six doctors and nineteen pharmacists was elected. 

In 1910 there were about 75 medical and the same 
number of pharmaceutical organizations represented. The 
revision committee consisted of 52 members, 26 of whom 
were pharmacists, or pharmacists and chemists. From 
this it is readily seen that in the last 70 years the phar- 
macist gradually gained more recognition, and did his 
share in the formulating of the United States Pharma- 
copoeia. Every pharmacist has a voice in saying who can 
revise the pharmacopoeia. 

Course of Training. 

The training of the pharmacist for hospitals calls for 
a slightly different course of study than is given at most 
schools of pharmacy. It is not practical nor necessary for 
Sister pharmacists to spend two, three, or four years in a 
recognized school of pharmacy. These long courses are 
intended for students wishing to engage in research work, 
not for the purpose of filling hospital positions. There is 
too great a time element, and secondly there is more 
theory than is necessary. At the present time the two- 
vear course leading to the degree of Ph.G. is_ best 
adapted to the training of the pharmacist. The short 
courses in pharmacy ordinarily extending over two or 
three months are intended for the preparation of students 
for state board examinations, and are very inadequate. 
The student gets in concentrated form much theory which 
is intended to stay with him until he passes the state 
examination. 

On the other hand it is impossible to get proper train- 
ing in pharmacy under the supervision of the registered 
pharmacist. It is absolutely necessary that the appren- 
tice, after serving several years under a registered phar- 
macist, receive a course in the fundamental sciences of 
chemistry, physics, botany, ete. A course of this kind 
should extend over a period of a year or more and embrace 
both practical and theoretical work. Such branches as 
commercial pharmacy, commercial pharmacognomy, drug 
assay, extensive toxicological and quantitative chemical 
analysis, and histological pharmacognomy might well be 
omitted from a hospital pharmacist’s course. 

I know of no place where a Sister may obtain suit- 
able theoretical training unless she gets it in piece-meal 
fashion in summer schools or from the registered pharma- 
cist under whom she trains, and both of these sources are 
more or less unsatisfactory. Therefore I wish to advocate 
the establishment of a course in pharmacy by the Catho- 
lic Hospital Association for the training of hospital phar- 
macists. The nature and length of the course are suit- 
able problems for the permanent committee to work out. 
State regulations are fairly well standardized and any in- 
formation relative to reciprocity can be obtained by writ- 
ing to the secretary of the State Board of Pharmacy. 

Hospital Service. 

Service in the hospital pharmacy, as elsewhere, must 
necessarily be given at all hours. By that I mean that 
the pharmacist or assistant must be available, not neces- 
sarily on duty. It may not happen very often that a hos- 
pital pharmacist is called out of bed at night to fill a 
prescription, but when it does, the situation must be met 
in a cheerful manner. In these days the wards are well 
supplied with drugs and it rarely becomes necessary for 
the nurse to call the pharmacist. There are many prepa- 
rations, however, which are required to be compounded 
by pharmacists extemporaneously. Service in a hospital 
pharmacy, as elsewhere, must be prompt. It will not do 
to have certain hours e. g., 10 to 11 A. M., for the com- 
pounding of prescriptions, and hold over those that come 
in at other times. The pharmacist must be ready at all 
times to do her duty promptly. It sometimes happens 
that a pharmacist is out of a certain drug which is called 
for, but delay in this instance, of course, is excusable. 
Attempt should be made to procure such drugs in the 
shortest possible time, compound the prescription, and 
send it to the ward. 

U. S. P. Standards. 

There seems to be considerable confusion and even 

ignorance at times on the part of some pharmacists in 
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regard to United States Pharmacopoeia standards. The 
following example will well illustrate the point in ques- 
tion. Hoyenis solution for preserving red blood cells has, 
according to the United States Pharmacopoeia, the fol- 
lowing composition: 


Sc cugonsighn sees hes eeaneed ens 5. 
oS os Oo kaeeeenen ae ewe scan ee 2. 
EE 6c tcc eb puna dekard skeee eee 0.5 
Freer rT eT Tore Tre 200. 


When made according to the above formula, and that 
means ingredients corresponding to the United States 
Pharmacopoeia standards, this solution has an osmotic 
pressure equivalent to that of red blood cells. In other 
words, it is isotonic sodium sulphate as prescribed in the 
purity rubric of the United States Pharmacopoeia, and 
should contain not less than 43.64 per cent nor more than 
48 per cent of anlydious sodium sulphate, corresponding 
to not less than 99 per cent of crystallized salt with the 
formula Na,SO,+10 H,O. It also mentions that the salt 
efforesces rapidly in air and that it should be kept in well 
stopped containers. 

The pharmacist was asked to prepare the hoyenis 
solution for the laboratory, following the above formula. 
The laboratory technician in using this hoyenis solution 
to make a count of red blood cells in a particular case, 
found that the R. B. C. count was out of all proportion 
to the clinical picture, and that no two counts could be 
obtained within the usual limit of error. Upon investi- 
gation it was found that the sodium sulphate which was 
used in preparing the solution was effloresced to a con- 
sisterable extent, and a new lot of hoyenis prepared from 
sodium sulphate United States Pharmacopoeia, i. e., 
Na,SO,+10 H,O, remedied the situation. It is quite 
evident that what we were dealing with was a hypertonic 
solution which caused plasmolysis of the red blood cells. 
In this instance, granting that the sodium sulphate had 
lost all water of crystallization, the pharmacist should 
have used only 2.2 grams of the effloresced salt, in place 
of 5 grams, because 5 grams of the crystallized salt is the 
equivalent of 2.2 grams of the anlydious salt. In the 
solution made there was two times the amount of sodium 
sulphate in the finished product that the formula called 
for. This resulted in a hypertonic solution to the red 
blood cells, which caused plasmolysis of these cells, which 
in turn caused the inaccuracy of the count. 

This well illustrates the importance of adhering to 
the United States Pharmacopoeial standards. When 
sodium sulphate is prescribed, that means sodium sul- 
phate with the formula Na,SO,+10 H,O, and not sodium 
sulphate with five molecules of water of crystallization or a 
totally effloresced salt. It may be well to mention another 
instance where confusion or ignorance on the part of the 
pharmacist resulted in prolonging convalescence. There 
appears to be considerable lack of knowledge in regard to 
acid sodium phosphate, as in a number of instances sodium 
phosphate United States Pharmacopoeia has been dis- 
pensed by the pharmacist in place of acid sodium phos- 
phate. Sodium phosphate United States Pharmacopoeia 
is a disodium salt with the formula Na,HPO,+12 H,0O. 
This salt is alkaline in reaction. It frequently happens 
that in alkaline cystitis, acid sodium phosphate is pre- 
scribed in conjunction with urotropin. Obviously the 
purpose of the acid sodium phosphate is to acidify the 
urine, for only in an acid medium is formaldehyde liber- 
ated from urotropin. Therefore in using sodium phosphate 
United States Pharmacopoeia which is basic, we defeat 
the object entirely by alkalinizing the urine still more. 

In a recent case which came to my attention, the 
doctor had prescribed acid sodium phate with urotropin. 
The case was one of an alkaline cystitis following 
prostatectomy. Instead of the urine becoming acid in 
reaction in due time as was expected, it remained per- 
sistently strongly alkaline in reaction. Suspicion was 
aroused. Upon investigation it was found that sodium 
phosphate United States Pharmacopoeia, which is the basic 
salt, was used in place of acid sodium phosphate, which 
is non-official. In this particular case the pharmacist who 
appeared to be otherwise capable, was much surprised to 
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learn that there was a difference between the two salts. 
The cystitis in the patient was prolonged, and hospital 
expense was increased through the ignorance of the 
pharmacist. 

Importance of Supplies. 

Freshness of supplies, which involves proper buying, 
is of vast importance. Digitalis is a very important drug. 
Many of the specimens obtained from pharmacies are old 
and inert. Some lose their potency through age and im- 
proper care, while other preparations may be made from 
drugs which are naturally poor in the active principles. 
It is not expedient for the pharmacist to standardize 
preparations which require assaying, and therefore it is 
not wise to make such preparations. This can be carried 
out far more accurately by large manufacturing concerns 
which employ specially trained help for that work. In 
this way reliable preparations of known strength are 
obtained. 

Ergot is another drug which should be bought in 
small quantities and be preserved in well stopped con- 
tainers with a small amount of chloroform or carbon-tetra 
chloride added from time to time to prevent invasion of 
insects. Biological products many times are not properly 
kept and as a result become deteriorated long before the 
time limit. Directions for caring for drugs which decom- 
pose or deteriorate can be found in the United States 
Pharmacopoeia. If the pharmacist will constantly refer 
to the United States Pharmacopoeia many errors will be 
avoided and much money will be saved, for there is a 
vast store of knowledge in the United States Pharma- 
copoeia, and it is a book of highest scientific standard. 
It is a common sight to go into a hospital ward or phar- 
macy and find made up a large amount of preparations 
which should be prepared extemporaneously. 


I have seen on many occasions, solutions of organic 
silver compounds, such as argyrol, protagol, solargentum, 
ete., which were many days old. The older these solutions 
become, the more irritating they are to mucous surfaces 
and the less efficacious they become. Solutions of argyrol 
freshly prepared are quite soothing to inflamed mucous 
membranes, but when old, are highly irritating. In view 
of this, these preparations should be freshly prepared when 
wanted. 

The Federal Narcotic Act requires all hospitals to 
keep a daily record showing the kind and quantity of 
narcotic drugs dispensed or administered, the name and 
address of the person upon whose authority a narcotic 
drug or preparation is dispensed or administered, and th: 
purpose for which it is used—with the name and address 
of the patient. Hospitals must keep such records as will 
enable an inspecting office to ascertain quickly the quan 
tity and kind of narcotic drugs and preparations used 
daily. In most hospitals the order for the narcotic is 
written by the physician on the order sheet of the chart. 
and the order carried out by the nurse in charge. This 
system necessitates a certain stock of narcotics on the 
floor or in the ward ,and requires a special record kept bs 
the nurse in charge. If both the chart and prescriptior 
are used, reference to the prescription must be made on 
the chart. Narcotics in the pharmacy or on the floo 
should be kept in a special cabinet which is locked at al 
times. Only one responsible person should have access 
to this narcotic cabinet, for this is the only way an accu 
rate check can be had on narcotics, and responsibility b« 
properly placed. Because addicts will resort to all form- 
of trickery as a means of obtaining narcotics, too clos 
supervision is.impossible. 

ROUND TABLE DISCUSSION: TRAINING OF THE 
PHARMACIST AND PHARMACY SERVICE. 
Conducted by Rev. P. J. Mahan, S. J., Loyola University, 
Chicago, IIl. 

Father Mahan: This is the first time we have devoted 
our attention to the pharmacist, and it is the result o! 
our realization that each department in the hospital is 
taking definite shape. We have a much better idea tha 
formerly of the individual units with their functions and 
means of development. 
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First of all, perhaps, we had the operating room, 
which never had to clamor for recognition. In the same 
way the training school has had a very decided, clarified 
position in which we knew what had been done, what was 
being done, and what we were aiming at. Next came 
the laboratory and the x-ray, developing side by side. 

Others are struggling for recognition. The dietitian 
is beginning to peep into the doors and windows humbly 
asking for appreciation. The same is true of metabolism, 
and now of pharmacy. Already there are many hospitals 
that have comparatively good pharmacy, but the duties 
of the pharmacist have not been clearly enough recog- 
nized. Frequently it is thought she can do everything 
else in addition to being the pharmacist—answer the tele- 
phone, keep the records, and maybe look after the labora- 
tory. Now we want to determine whether there aren’t 
such definite duties she can fill in the pharmacy that she 
won't be distracted by unrelated responsibilities. The 
thought comes to me that we should consider whether 
the pharmacist is merely to remain behind the counter 
filling prescriptions and mixing drugs, knowing nothing 
of the patient, and hence lacking the human interest in 
her work that the Sister in the operating room has. 

Father Mahan: If we had any doubts previously, we 
cannot doubt after hearing this paper, that the position 
of the pharmacist is very important in the hospital—in 
fact, extremely so to every part of the institution. So 
this is a subject well worth discussing. What can we do 
now to help the pharmacist make the operating room force 
and the nurses on the floor recognize the importance of 
pharmacy? I would like an expression of experience from 
the pharmacists here with regard to difficulties and sug- 
gestions that would benefit the whole hospital, 

Sister: I have so many other additional duties— 
office, clerical, and informational—I can’t take care of all 
the work in the pharmacy, but I have very good girls 
to help me in looking after details. I have one girl with 
me who has had ten years of practical experience, and she 
looks after stock and minor prescriptions. 

Father Mahan: Are you able to know your patient 
intimately ? 

Sister: 
tance office. 

Father Mahan: 
condition ? 

Sister: No, I do not. 

Father Mahan: Is any definite time of the day set 
aside for filling prescriptions? 

Sister: Every ward nurse brings down her stock bot- 
tles from eight to ten in the morning. That leaves the 
rest of the day for filling prescriptions. 

Father Mahan: Is there a possibility of limiting this 
service to certain times of the day? 

Sister: No, because the visiting doctors come in at 
all hours of the day. 

Father Mahan: Is that a situation that must exist, 
or is it the best that can be proposed? 

Sister: It is unless we assign doctors regular hours 
of coming in. As it is, we fill prescriptions as the doctor 
arrives and orders. 

Father Mahan: Have you any suggestion to render 
the position of the pharmacist better? 

_ Sister: Only that she be allowed to give her full 
time to it. 

Father Mahan: Should she read the patient’s history 
and know what progress is made in response to the 
drugs ? 

_ Sister: 
esting. 

_ Sister: We have had a little difficulty with the Har- 
rison Law, We like to give a patient a prescription when 
he is leaving the hospital and wants it, and we find it very 
difficult to make people understand that a hospital license 
doesn’t extend that far. 

Dr. Stockinger: You cannot do otherwise, neverthe- 
less. It is contrary to the law to prescribe without an 
roy Rom oy the doctor, and a definite amount of data on 
ne ank. 


Sister: 


No, only in meeting him through the admit- 


Do you consider this a satisfactory 


I think it would be better and more inter- 


I realize that we cannot get around it, but 
it does make an unpleasant situation among nurses and 
patients. 

ies Dr. oy et 
Sister on other duties while a girl who is not registered 
even though she has practical experience, is filling any 


I don’t think it is right to have a 


prescriptions. If the Sister, meantime, is in the office, 
answering the phone, etc., why not reverse things and let 
the girl do this? 
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Sister: She never fills a prescription without my 
supervision, and I always recheck. 

Dr. Stockinger: Is this, then, any saving to you if 
your presence is necessitated ? 

Sister: It has saved a good deal of my time because 
she is reliable. 

Dr. Stockinger: But it does not conform to law. I 
do not question this girl’s reliability, but it is theoretically 
wrong, no matter how practical it may be, 

Father Moulinier: Most of you pharmacists here had 
a two years’ course, and you agree that the Catholic Hos- 
pital Association should institute a course for a year or 
more especially for hospital Sisters. All this is.a matter 
for the committee to work up during the coming year. 
The committee must also arrange a course. If the execu- 
tive board finally decides that there is a sufficient demand 
for the course, it can be had. 

Father Mahan: What is the preliminary educational 
requirement for a pharmacist? 

Dr. Stockinger: State laws are not uniform regard- 
ing degrees and examinations. Two years of high school 
are required in Wisconsin; four in Ohio. 

Father Mahan: Is there a tendency toward four? 

Dr. Stockinger: I think there is, but it has not been 
effected yet. 

Father Mahan: Is there a tendency toward stand- 
ardization of schools of pharmacy? 

Dr. Stockinger: I don’t know of such. 

Sister: Illinois intends to require two years of col- 
lege preparation in 1925. 

Father Moulinier: Isn’t it pretty clear that there is 
with regard to pharmacy a movement such as there was 
in medicine and dentistry, to come to standards, to state 
laws, to entrance requirements, and a registered course? 
Therefore any school we may establish must be established 
on the basis of what is happening and what is likely to 
happen. Therefore the committee will have a great deal 
of work in assembling all facts as a guide to the executive 
board in deciding whether we should have a course in 
pharmacy. The Sisters’ hospitals should lead in this, and 
not follow the leadership of others. 

Father Mahan: Isn’t there a national association of 
pharmacy in this country? 

Dr. Stockinger: Yes, the National Pharmaceutical 
Association. 

Father Mahan: Isn’t this organization indicating a 
trend toward higher standards in schooling, and therefore 
isn’t there a possibility of its becoming an educational 
council ? 

Dr. Stockinger: Yes there is, but the difficulty is with 
lack of uniformity among states. 

Father Moulinier: There was a time when the Amer- 
ican Medical Association was entirely independent. Now 
it meets yearly with the National Federation of State 
Medical Boards. The same thing is happening in den- 
tistry and will happen to pharmacy. It is necessary to 
the public that it have trained, skilled pharmacists. 

Father Mahan: The field of dentistry is pretty well 
cleared up. I believe the logical field to be taken up next 
is that of pharmacy, because of its intimacy with the 
doctor’s field. It used to be that the doctor didn’t know 
much about pharmacy, but he is being educated away 
from that attitude and now he wants a pharmacist whose 
prescription he can rely upon. There is no question that 
we will have this development in the x-ray and laboratory. 
It is not good for the public at large that some one be 
put in these departments with a little empiric knowledge, 
= a yo Moulinier says, we must get busy and take 

e lead, 


Father Moulinier: Doesn’t it come home to all of 
you more keenly than ever before how important it is for 
everybody in the hospital to realize how valuable to your 
patient is skill and reliability in the pharmacist? I 
thought at one time that this department was carefully 
organized because of state law. But from thought and 
from talking with others I have become convinced it is 
so easy to get a registration that we have to put our 
whole mind and consciousness into realizing what damage 
could ensue to the patient from carelessness in this regard. 

No one in a hospital should feel lack of interest in 
any department. Hospital work is so much a unit, if any 
point is weak in knowledge, experience, skill, or consci- 
entiousness, the whole institution suffers. Too many 
think only of the department, not of the whole institution. 
That is the new movement the Catholic Hospital Associa- 
tion has inaugurated this summer. It will grow in pro- 
portion to your grasp of it and your talking it over in 
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your hospital. The Superior who appreciates the value 
of these group meetings will make any sacrifice to send 
members of her hospital to them. 

Father Mahan: In the training of medical students 
generally prescriptions are not properly tended to. 
Where there is a weak course we are sending out doctors 
weak in prescriptions. I think if the Sisters would speak 
frankly of their experiences with regard to the variation 
of prescriptions for the same condition, such as the pre- 
scribing of costly or non-costly drugs for the same re- 
sults, it would be very helpful. 

Sister: I don’t think it is the price that influences 
a doctor, but that they may vary in selection as a matter 
of experiment. 

Sister: There are some doctors who always use ex- 
pensive drugs. But if they do not follow our suggestion 
that they prescribe less extravagantly, we do not go any 
further, 

Dr. Stockinger: I cannot think of any two drugs, 
costly and cheap, that would be just the same in their 
results. 

Father Mahan: The fundamental principle is that the 
best interests of the patient must be considered, regardless 


of the cost. 

Father Mahan: Is there such a thing as clinical 
pharmacy? Should the Sister in pharmacy have more 
knowledge of the patient’s case history and the follow-up 
reaction ? 

Dr. Stockinger: I think this knowledge would stim- 
ulate interest, but it is not absolutely essential. 

Father Mahan: With that in view, her further study 
would be a strong argument against her obligation to 
other duties. If it is true that she should have this op- 
portunity for more intimate understanding of her patient, 
it is evident that she should not be doing other things 
outside of her own department. 

Father Moulinier: Many of you pharmacists here 
serve as consultants with the doctor. Do you attribute 
this to the doctor’s confidence in you, or to his lack of 
training in pharmacy? 

Sisters: To confidence. 

Father Moulinier: Therefore the deeper your course, 
the better, because then you are becoming consultants. 
Why shouldn’t you come into closer relations with the 
doctor, though of course you can never dictate his pro- 
cedure? 

Dr. Stockinger: 
consultation. 

Father Moulinier: Unless medical schools give con- 
siderably more in this field, and I don’t see how they can, 
the pharmacist will remain a specialist. This is the trend, 
As a medical doctor, Dr. Stockinger has the clinical side 
a pharmacy through previous training in that particular 
ine. 

Father Mahan: Are the Sister pharmacists corre- 
sponding with the pharmacists of other cities, in exchange 
of experiences, observations, deductions, and recommenda- 
tions? One community yearly has at the Mother House 
a conference of the Sisters of each respective department 
throughout all its hospitals. I think this getting together 
according to occupations is a good thing. 

Father Moulinier: If a plan like that were followed 
up, these conferences at Spring Bank would be wonder- 
fully successful. 


Father Mahan: Some educational institutions are 
doing this, with meetings, programs, and discussions. Try 
to become acquainted with pharmacists in other institu- 
tions. Meet on common ground and talk things over. 
We have come to realize the importance of the pharmacist. 
Is there any further suggestion or difficulty? 

Sister: The question of long hours is an obstacle. 


It is very important to have such 
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This is true of all hospital Sisters. 
We are trying to get away from it. 


Father Mahan: 


Sister: Sometimes a Sister pharmacist is so tired 
she is likely to make a mistake, especially with a verbal 


order, 

Father Mahan: I thought a verbal order was not 
honored. ; mae 

Sister: Strictly speaking it is not. But they fre- 


uently happen. 
? Father Moulinier: A weekly meeting should be held 
to discuss things of this kind. Any hospital that is not 
doing it is missing a wonderful opportunity for progress. 

I move you, Father Mahan, that it is the sense of this 
conference that a permanent committee on pharmacy be 
appointed. ‘ 

I think there should be a committee of five appointed 
by the director of conferences, and that this committee 
should meet today while Dr. Stockinger is here, and talk 
over the things such a committee might accomplish during 
the year, making out something like a program of pro- 
cedure. I think it would be well to discuss conditions 
and to decide on sending out questionnaires to all pharma- 
cists of the Catholic Hospital Association. These should 
be made up very carefully in the next two or three months 
by correspondence, and at the end of that time, when 
minds of the committee members have become clearer 
regarding it, they should be sent out through the central 
office in Milwaukee. The spirit of these conferences is 
that of practical movements, and this committee will be 
the working center for the pharmacist. Next year it will 
have an instructive, illuminating report to make. 

(Motion seconded and carried.) 

Father Mahan: I appoint as this committee, Sister 
Constance, St. Joseph’s Hospital, St. Paul, Minn., chair- 
man; Sister Janette, Mary Immaculate Conception, 
Jamaica, Long Island; Sister Amadeus, Mercy Hospital, 
Chicago; Sister Gonzaga, St. John’s Hospital, Cleveland, 
Ohio; Sister Wilhelmina, St. Mary’s Hospital, Chicago; 
and Sister Vincentiana, St. Elizabeth’s Hospital, Lafayette, 
Ind. As general advisor to this committee, I appoint Dr. 
R. A. Stockinger, Marquette University, Milwaukee, Wis. 

Father Moulinier: While we are talking about chem- 
istry, I would like to emphasize that God has given us 
just one law of chemistry; He has put only one chemical 
law into matter. Anything claiming to be another chem- 
istry is merely a variation of the one. 

Before the close of the conference Sister M. Con- 
stance, as chairman, presented the following brief report 
of the meeting of the committee on pharmacy: 

As to the advisability of having, and the means to be 
taken in securing, a special course in pharmacy for hos- 
pital Sisters, the committee recommends that they have 
a two year course of eight months each, the main subjects 
to treat of the practical ethics of pharmacy as applied in 
hospital work. 

It is decided that each member of the committee 
should take a certain group of states and communicate 
with the state board of each, also with hospital pharma- 
cists in these states, or appoint a sub-committee in each 
state to secure all information as to state laws in regard 
to pharmacy, reciprocity, recognized schools of pharmacy, 
course of study, etc. Consequent upon this, the commit- 
tee is to single out the curriculum which has the highest 
standard and select the subjects necessary to be taught 
in the education of hospital pharmacists, 

_ When all necessary information is obtained (time 
limit, eight months) there will be a synopsis of the same 
sent to Father Moulinier. 

‘The committee would advise that some large school 
put in a special course of study for hospital Sister pharma- 
cists until other arrangement can be made by the Catholic 
Hospital Association. 


The Out-Patient Department of the Hospital 


Sister Mary de Paul, Mercy Hospital, Chicago, III. 


defined as service to the community through ser- 

vice to its sick people. There is no doubt that the 
greatest asset of a community is the health of each and 
every one of its citizens. One of the most justified and in- 
sistent demands of today is for better service to all in the 
care and prevention of disease. If the war did not succeed 
in making the world safe for democracy, it at least has 
aroused in every individual and in every institution some 


T« ultimate purpose of a dispensary has been 





stirring of civic conscience. Is it not incumbent on our 
Catholic institutions with their primary motive of service, 
to place the new resources of health, the new powers to 
heal and prevent disease, within the reach of all persons, 
all classes of society ? 

Dispensaries were originally started in the seven- 
teenth century with the idea of supplying needed medical 
help to the destitute. The name still carries its connota- 
tion of a charity “dole” in the public mind, at least to an 
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appreciable extent. But a new motive which powerfully 
reinforced the charitable desire to help the sick, appeared 
in the dispensary movement during the latter part of the 
nineteenth century. The rise of organized clinical teach- 
ing instead of mere didactic instruction caused dispen- 
saries to be developed as parts of medical schools or under 
their control. The public spirited motive of service to 
the poor has joined with the desire to increase medical 
experience. The public health movement, too, has resulted 
in the establishment of hundreds of dispensaries for the 
treatment and more especially the prevention of certain 
diseases. Now the great dispensaries of the world are 
health centers where a high standard of medical practice 
is carried on to give the general public the same high 
class service that the rich are able to pay for. 

The dispensary holds an unique place in its opportun- 
ity to do constructive health work. Patients seeking help 
at the dispensary are in a receptive mental attitude. 
People may be brought to a hospital, but they must come 
to a dispensary. They are in trouble; they, of their own 
volition, seek relief. A little wise care at this juncture 
may avoid many serious consequences. Manifestly, dis- 
ease caught in its incipient stage and checked in the 
dispensary before the patient needs hospital care, means 
economy to the community. There, cancer, heart disease, 
kidney troubles, and tuberculosis appear early in their 
course. In an efficiently conducted dispensary with ade- 
quate laboratory facilities, accurate and early diagnosis 
of these troubles is practicable, and the results of neglect 
which fill our hospital wards with distressing cases, can 
be averted. 

Much of the literature on the subject of dispensaries 
for the past thirty years has been concerned chiefly with 
the problem of dispensary abuse. What groups of patients 
should the dispensary serve? Is a dispensary for sick 
people or is it only for sick poor? A charitable dispensary 
aims to provide the best medical treatment for those who 
can not otherwise secure it. It aims not to accept patients 
who can afford to pay the usual private rates for the 
This principle was com- 


medical care which they require. 
paratively simple in application in those times when medi- 


cal practice itself was simple. Before the days of modern 
scientific methods of diagnosis, the dispensary provided 
merely the advice of a single physician, and the medicine 
he prescribed. The modern dispensary with its varied and 
expensive services and its costly apparatus is giving to 
its patients not only the service of the general practi- 
tioner, but that of the specialist, the laboratory techni- 
cian, and the x-ray man. Hence it becomes more and 
more difficult to apply this principle with any degree of 
accuracy. The test for the charitable dispensary today 
is not the ability of the patient to pay a medical fee, but 
his ability to pay the medical fee required for his par- 
ticular case, at the usual rate charged by competent 
doctors in his community. Dispensary patients include 
many patients below the poverty line, but in much larger 
proportion they are members of families earning the 
income most common in American communities. These 
families are not dependent, but they can not provide 
margin to cover the cost of illness and of medical care. 
The charitable dispensary can not confine its work to any 
particular group. The wage earners and the small- 
salaried groups need its services, especially in difficult 
cases requiring elaborate consultation and special tests. 

Doctor W. S. Thayer, in a paper on “Dispensary 
— quotes an eminent physician on this subject as 
ollows: 


“ae 


My views on dispensary abuse have been winnowed 
and tried out by careful investigation, but so far I think 
the chief dispensary abuses are: (1) The abuse of 
patients by careless doctors and interns. (2) The abuse 
of opportunities by careless doctors and interns. That 
any great harm comes from the treatment of the folk 
who can pay, I doubt * * * TI think it more than 
made good, from the point of view of the public good— 
which is the only point of view we can take—by the phy- 
sical, psychical, and educational good done by the dis- 
pensary, even for rich patients. I do not believe you can 
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surely weed out the rich, either, by any spotting process.’ ” 

The public can be divided into three groups: (1) 
The fortunate few who can pay anything for what they 
need. (2) Those at the opposite extreme who can pay 
nothing or practically nothing. (3) The great middle 
class who can and wish to pay something. How big the 
something which they can pay is the important question, 
but it can not be answered off-hand, nor can it be 
answered in general terms, for the problem has too many 
elements in it. Number of people, age, occupation, in- 
come, medical needs, cost of medical care, all have to 
be considered. 

When a dispensary not organized for profit does not pay 
its physicians, it may charge fees averaging not more 
than the actual cost of the services rendered, excluding 
any charge whatever for medical care as such. What 
dispensary fees shall be, how much, and how determined, 
are questions which can best be answered by adhering 
closely to the traditional ethical rules of the medical pro- 
fession, “not refusing service to any one really needing 
it, whether the fee levied can be paid or not.” Why 
should admission fees be charged at all by charitable dis- 
pensaries? The psychology of the majority borne out 
by practical experience has shown that those who pay 
something, even ten cents, for what they receive, take the 
advice more seriously and feel better about accepting the 
service than if they paid nothing. Then, too, the small 
sums collected from many cases bulk large over the year 
and make it possible to maintain better service. 

Utilization of community resources to achieve results 
for the patient is another function of the dispensary 
organization. The dispensary social worker cooperating 
with the local charities, serves the man as well as the 
patient. The charity organization sees the large propor- 
tion of poverty which is caused by illness, and the hope- 
lessness of relieving such need unless adequate medical 
care can be secured. Obviously, it is to the dispensary 
that, they turn for assistance. Or again, it may be the 
dispensary social worker who must consult the local 
charities in the solution of a problem. Poverty makes it 
impossible to provide the necessary diet or to buy the 
warm clothing which may prevent the dispensary patient 
from becoming a total liability on the community. The 
relief agency will extend its help here. The examples 
might be multiplied indefinitely; in fact, the social service 
department of a dispensary serves as a clearing house 
through which the charitable, industrial, and civic re- 
sources of a community are made useful in achieving 
medical results for the all-important patient. 

The hospital depends for its support on the com- 
munity. There is no better way in which the hospital 
may fulfil its civie obligations and increase its service to 
the community than by the establishment of an out-patient 
department with its two-fold purposes: (1) Service to 
the sick poor of the community, and (2) The advancement 
of medical science through provision of training school 
for the younger members of the profession. 


DISCUSSION OF SISTER MARY DE PAUL’S PAPER. 


Miss Evelyn Murphy, Catholic Social Welfare Bureau, 
Milwaukee, Wis. 

The field covered by the out-patient department of 
hospitals is so very large that in my short discussion I 
will speak only of its relation to the local charities. 

What are the local charity organizations in your com- 
munity? Are you working with them? Do you receive 
the fullest cooperation from them? Your local charities 
represent the thinking mind which is working for the 
social and economic betterment of your community. Be- 
cause they are representative and because they are a body, 
they are present and have a voice at all gatherings affect- 
ing legislation. They are present at all discussions and 
have a hand in all movements pertaining to civic and 
national betterment. 

Besides the many existing non-sectarian agencies, 
nearly all large cities have a Catholic Central Bureau, 
whose work it is to assist you in the solution of your 
problems. They are organized and equipped with trained 
and experienced workers to meet and solve the problems 
of social case work with which the out-patient department 
is daily confronted. The out-patient department can 
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many times be instrumental in the reconstruction of an 
entire family. Ills which seem to be in need of medical 
care often have in their background ills which, to be 
cured, first need the attention of social service which 
administers to the sufferings of mind and spirit. Your 
local charities can fill this need for you if you have not 
a social service department in connection with your hos- 
pital. While the out-patient department has made the 
first contact with the patient, it is not always possible 
nor advisable for it to handle all necessary social case 
work, Let your local charities, which are fully qualified 
to do this, which are in constant working contact with 
all other organizations, which are prepared in every way 
through their daily contact with all situations—let them 
take over the problems and assist you in the rebuilding 
of the patient, not merely in body, but in all things which 
go towards the maintenance of health, happiness, and 
general well-being. 

While there are many types of cases in which the 
local charities can assist the out-patient department, let 
us take as a concrete example that of the unmarried 
mother. While it is the girl with whom the hospital is 
brought into direct contact, we must not lose sight of the 
fact that besides her own personal predicament, there are 
three other distinct social problems—namely, the man and 
his responsibility, the child and its natural right to 
physical and mental growth, and society, which is to be 
protected against the continuance of illegitimacy. It is 
the wish and purpose of all working organizations to shield 
the girl in every possible way; yet we must never lose 
sight of these other all important facts, and the local 
charities have departments which specialize in the care 
of these separate cases. The girl, when she is able to 
leave the hospital, is given advice and assistance in meet- 
ing life under her new circumstances. If she can keep 
her child, and her home is prepared to accept the situa- 
tion, she is sent there, fortified with sound guidance, en- 
couraged to face things and to start life anew. If she 
is unable to keep the child, she is given work and is placed 
under friendly supervision, and her child is adopted into a 
home where it will receive the advantages it would other- 
wise be deprived of. Because of the many complicated 
issues involved in the adoption of a child—the laws of the 
state, the necessary investigation of the home to which the 
child is going, the history in the background of the child, 
and the important question of religion—because of these, 
only licensed home finding agencies should deal with this 
phase of the problem. Whenever possible, paternity is 
established. The man is made responsible for his part, 
and because of this he becomes less eager to perpetrate 
similar offenses in future. 

Considering all these factors met and dealt with as 
just described, the largest function of social service still 
remains: What has been at the root of the thing? Why 
has the girl failed? And why the man? What has been 
wrong with their lives? 

While the hospital cares and cares well for the tem- 
porary bodily needs of the patient, the moral welfare of 
the girl, of the man, of the child, and of society, lies, for 
turning over and remolding, in the hands of welfare or- 
ganizations. 

Thus the out-patient department has the very great 
opportunity frequently of being the instrument through 
which the life of the patient, both physical and moral, 
finds its reconstruction. 


DISCUSSION OF MISS McEVOY’S PAPER. 


Dr. Moorhead: It has been said that only two classes 
of people receive adequate medical attention—the very 
rich and the very poor. As a consequence, the dispensary 
is a very important place, inasmuch as the patient there 
receives proper diagnosis and the service of experts re- 
gardless of finance. 

A dispensary, from our standpoint, may be a place 
to care for the sick and injured; it may be a place for 
teaching the medical student. The choice of staff will 
largely depend on the type of dispensary. In either case, 
the choice involves the responsibility of having progressive 
men, preferably young, because the young man has not 
yet built up a practice and has more time. If it is pos- 


sible it is desirable to have specialists with good con- 
sulting ability to oversee the work of the young men. 
If it is a teaching dispensary, the doctors have to be good 
teachers. Sometimes we have found doctors who wanted 
places on the dispensary staff because they wanted to 
learn physical diagnosis or physical treatment and were 
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not capable. Sometimes they want to use it as a founda- 
tion for building up private practice. . 

Should there be a clear relationship between the dis- 
pensary staff and the hospital staff? Yes, if possible. 
Our hospital staff is graded—senior (those who have ar- 
rived); junior (those who have demonstrated that they 
have ability); and dispensary (younger men who are 
given an opportunity to show if they have ability). De- 
pending on what they show in the dispensary, these doc- 
tors go to the junior staff. It is well to have the definite 
meetings mentioned, It makes the staff feel that it is 
a part of things, and staff members double their efforts. 

Regarding the relationship between the dispensary 
and intern staff. The intern has to learn more of physi- 
cal diagnosis, he has to learn how to administer certain 
types of medication, he has to learn how to handle people 
—things which he can’t learn so well anywhere else. The 
same is true of the relationship of the dispensary to 
nurses and Sisters. The contact which nurses have with 
people in dispensary work broadens their viewpoint. The 
girl who comes from a local community to practice her 
profession of nursing has no better opportunity to learn 
anything from the sociological standpoint than she has in 
the dispensary under the best possible supervision. In 
the same way Sisters, through the dispensary, are kept 
in contact with strata of society in the local community 
and their viewpoint. is broadened. 

Father Mahan: In a discussion like this usually I try 
to figure out what the representative of a small hospital 
in a small community is thinking. Perhaps the sugges- 
tions and manner of procedure are likely to seem too 
elaborate to come into her sphere at all. 

If any of you are feeling that way about the dis- 
pensary, there is a modification of the dispensary which 
meets the same purpose. On a number of our programs 
we have had “Clinic Day in the Small Hospital.” Some 
have adopted the custom of observing clinic day on a 
certain subject or subjects, and when knowledge has 
spread through the neighborhood that medical help will 
be given free of charge, the results have been very-suc- 
cessful. 

So there is a means for the small hospital in the 
small community to apply the out-patient service of the 
large hospital in the large city, and it will react wonder- 
fully on the morale and enthusiasm of the hospital staff. 
I hold the hospital, more than the doctor, accountable for 
lack of development, There is a special obligation on the 
small hospital where the interest of the doctor has no 
exciting cause outside of the hospital. The hospital is not 
merely for the care of the sick. It is to perpetuate the 
development of live, growing doctors. If the little hos- 
pital will promote clinic day monthly, with varied exami- 
nations, you will find in the doctors a new tone, a new 
attitude toward progress, a desire to attend big clinics 
and to read the latest literature. You will find them 
becoming students. 

So if you have not provisions for a dispensary, you 
have for a clinic day. 

Father McEvoy: What is all this going to cost, and 
how is it going to be paid for? 

Miss McEvoy: I think the dispensary is a community 
responsibility and that the community should stand the 
expense. In Cleveland we do charge a very small fee for 
things the patient is able to pay for. 

Sister: In Chicago we charge a fee of twenty-five 
cents, and a return call fee of ten cents; also a small fee 
for dressings and medicine. It helps some, but we have 
found it necessary to organize an auxiliary of women 
whose help to us is considerable. 

Miss McEvoy: We run a pay clinic in the evening 
and charge a dollar for admission. We pay our doctors. 

Father McEvoy: Suppose you had what we call a 
community chest. Would you feel that Catholic hospitals 
might take money from that fund for this purpose? 

Miss McEvoy: We received about $30,000 from the 
chest in Cleveland, 

Father McEvoy: Sometimes in Catholic circles there 
is a reluctance to receive such funds. At the last Nationa! 
Charity Conference the question was raised: Shall Catho 
lies look after their own poor? 

Sister: In a place where we can apply the money t« 
general public good, I see no reason why we should not 
accept such funds and do with them what additional goo’ 
we can. 

Father Mahan: I wonder if this reluctance isn’t du 
to the fact that before funds of this kind can be given 
it is usually required that accounts be audited by an 
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accredited auditor and that the findings be made known. 
But it is not contrary to the spirit of charity to have this 
published. I think it may even be an aid and incentive to 
charitable effort. 


ROUND TABLE DISCUSSION: SOCIAL SERVICE IN 
THE HOSPITAL. 


Conducted by Rev. M. F. McEvoy, Director of Catholic 
Charities, Milwaukee, Wis. 

Father McEvoy: Perhaps Dr. Moorhead will tell us 
what he understands social service to mean. ' 

Dr. Moorhead: It is probably a system or mechanism 
by which the social as well as the physical aspects of the 
patient are dealt with, Besides the immediate physical 
ailment of the patient, we must consider the social, family, 
occupational, and moral circumstances which may affect 
the condition of which he complains. ; 

Father McEvoy: What does hospital social service 
mean? 


Sister: I thought it meant the service Dr. Moorhead 


has referred to, but only for those who are unable to pay 
for care. I notice Miss McEvoy speaks of charging small 


fees. 

Father McEvoy: Should hospital social service be 
confined just to the poor? 

Sister: Yes, I think it should. 

Sister: I think it should be exclusively for the poor. 

Sister: I think there should be some one connected 
with the hosp.tal to find out if the patient is able to pay. 
If he can, I think it is only right that he should. 

Sister: I think the same. Serve the poor free, but 
let others pay. 

Sister: We have a social service worker in our hos- 
pital to study such conditions, and if a patient is able to 
pay for service he isn’t accepted at the dispensary. 

Miss Beatrice McEvoy, Charity Hospital, Cleveland, 
Ohio: I think we come in contact with as many rich as 
poor who need social service. It is wrong to think of 
social service from the viewpoint of money. 

Father McEvoy: Do you ever wonder what the pa- 
tient leaving your hospital will find at home? Does that 
come in the scope of your social service department? 

Miss McEvoy: Yes, indeed, It comes in the scope 
of the follow-up system. We have handled private room 
patients where social service was distinctly indicated. 

Father McEvoy: Suppose a mother were brought to 
your hospital, who has a family of children at home with 
one child of high school age inclined to run about the 
streets. Do you think you might properly have somebody 
there to ascertain those facts? 

Sister: I don’t see why the hospital should be respon- 
sible for that. The city or visiting nurse or some outsider 
could take care of it. 

Father McEvoy: Suppose the visiting nurse could call 
only once a week and then perhaps only after the mother 
had been gone that length of time. The children might 
still be running around alone the whole week. Would 
you feel you ought to have somebody find out whether 
these conditions exist? 

Sister: I think the hospital could notify the visiting 
nurse. 

Father McEvoy: You would say, then, that the social 
service worker in making out the entrance card should 
find out what the possibilities are, and notify the visiting 
nurse. The woman may be rich or poor, but here is a piece 
of social service work that needs attention. 

Miss McEvoy: I think the social service worker 
should find what conditions are in the home before the 
patient leaves the hospital. 

Mother Alexia: I think the family physician could 
do so as well as the social service worker. 

Miss McEvoy: People in strained financial circum- 
stances often have only the service of a city physician 
who may have hundreds of cases to look after, 

Father McEvoy: Would you feel that the physician 
by training, temperament, or leisure, could always do 
this? 

Miss McEvoy: The social service worker is trained 
in her field, and the doctor here would over-step his ability 
as much as the social service worker would in making a 
diagnosis. 

Mother Alexia: 
just suggest assistance. 

Father Mahan: Why are Sisters in hospital work? 
Mainly because our vocation is an example of faith and 
complete trust in a future life. The Sister’s firm belief 
in a reward for Christ-like principles reacts on the mind 


The physician needn’t do the work; 


ad 
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of the patient, and her administration gives the easiest 
entry to the sp.ritual side of the patient’s nature. She 
is not going to stop at the health of her patient. She 
wants an opportunity to reach his soul. Her object is not 
merely to care for the sick. It is to do the work of Christ. 
The hospital is the psychological means of getting in 
closer touch with those whom the priest cannot approach. 
Think of the wonderful opportunity of the hospital in 
social service. If instead of turning this over to the doc- 
tor the Catholic hospital makes provision for its care, it 
will mean that the church is not only an institution 
thinking up in the skies, devoted only to prayers and 
future life, but an institution that heals both body and 
soul, caring for immediate as well as later needs. I think 
that in turning social service over to the doctor, the hos- 
pital is giving up a wonderful opportunity. 

Father McEvoy: Can the social service worker help 
the doctor make his diagnosis? 

Miss McEvoy: Certainly, by supplying the social 
background. 

Father McEvoy: Suppose in the case of a young per- 
son who complains to his doctor of fatigue, the social 
service worker finds that the patient has been out dancing 
every night. Will this help the doctor? 

Miss McEvoy: Most assuredly. Our experience is 
that we frequently have to check up on our data because 
we often cannot get information from the patient himself, 
and have to consult others who know him and his habits. 

Father Mahan: This is something that can be com- 
pared with medical cases. Instead of working on the pa- 
tient as a physical being, as the doctor does, the social 
worker works on him as a social being. I would say that 
the social worker, then, makes a social diagnosis as the 
doctor makes a physical diagnosis. 

Father McEvoy: What about the advantage of courses 
in social service for Sisters? 

Father Mahan: I think Father McEvoy could tell us 
best about this. 

Father McEvoy: 
from the Sisters. 

Sister: I think Sisters should know something about 
social service. St. John’s, in Cleveland, is doing this, but 
has only started and there is no reaction as yet. 

Father McEvoy: I feel that Sisters ought to have 
some training in social service. At least they should 
know the elements of such service that they may realize 
the necessity of having a social service department in the 
hospital. Nearly four hundred hospitals in the United 
States have social service departments and not one would 
want to do away with it. 


Take the case of a patient who comes to your hos- 
pital, says that he cannot pay, and asks for a bed at half 
or reduced price. You have only his word to act on, you 
are sorry for him, and take care of him at reduced rates. 
Then you find out that he can pay as well as the man in 
the next bed. 


Do you feel that you are doing your duty in allowing 
that to go on? If the Sisterhood is aroused to this reali- 
zation I think it will be a very good thing. But I believe 
you can get best results from a lay social service worker. 
The Sister and the priest cannot do field work so prac- 
tically. 

Father Mahan: Up to the present we have not made 
much headway with social service in the hospital, but 
there is some progress evident. Hospitals are beginning 
to realize the value of social service to the hospital and 
the community, and the fact that some have undertaken 
this phase of work is leading to its adoption among others. 
A number haven’t bestirred themselves to the extent of 
getting the connection betwéen social service and the 
hospital; others who have become better acquainted with 
it can’t see their way to put it into effect, perhaps be- 
cause of its expense. Even from the social point of view, 
social service is an asset to the hospital. But as service 
a to which hospitals are dedicated, it is important in 
itself. 

I might say of the out-patient department that the 
hospital itself is an outgrowth of the out-patient insti- 
tution, which had its origin as the first free medical 
service. The great increase of this service demanded the 
growth of an institution in which people had to pay for 
such attention. Nevertheless we Seales that we must 
not entirely drift away from the idea of free service. 
Many people through fear of approaching a doctor be- 
cause of the expense, pass the time when medical service 
could be of benefit to them, 


I prefer first to have an expression 
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Father McEvoy: I feel it is my good fortune to be 
permitted to take part in a meeting cf this kind. Beyond 
my spiritual service in hospitals I have had no hospital 
experience. However, my experience in social service has 
made me familiar with hospital problems, and I know it 
is to our mutual advantage to get together in this dis- 
cussion. ; 

How far does the responsibility of the hospital go in 
the interest of the social background of the patient? 
Should the dispensary be satisfied to dole out medicine ? 
Should it go a little further into such investigation? Or 
should the social service worker do this? ' 

Mother Alexia, Good Samaritan Hospital, Zanesville, 
Ohio: We have many free patients in our hospital but 
we do not do any social service work, although we would 
like to. 

Father McEvoy: Do you think the hospital ought to 
follow up the patient and see that a social investigation 
is made? 

Mother Alexia: I do not know whether it is proper 
or not. I think some patients might resent it. 

Father McEvoy: From the viewpoint of responsi- 
bility do you think the hospital should do so? 

Mother Alexia: No, the hospital is not obliged to, 
but it is very nice if it does. 

Sister: St. Alexis Hospital, Cleveland, has two prop- 
erly trained lay nurses doing this kind of work, and it 
works out well. They visit every family that comes to 
the dispensary, and others who leave the hospital in need 
of help. 

Sister: St. James Hospital, Butte, Mont., has an out- 
patient department but no social service. I think social 
service belongs to some one else beside the hospital. 

Miss McEvoy: It is very hard to tell where one 
obligation ends and another begins. But the hospital 
worker must always co-operate with the worker on the 
outside. 

Father McEvoy: Has the hospital done its duty to 
a transient patient when it has administered medical care, 
or does obligation extend to an effort to establish family 
affiliations ? 

Sister: Isn’t it better in a case like that just to take 
care of the patient without referring him to so many 
others ? 

Father Mahan: I think Father McEvoy would be in 
the best position to tell us what the trained social worker 
regards the duty of the hospital to be relative to social 
service. 

Father McEvoy: We feel that a hospital case should 
not simply be looked on as medical, because there is a 
social background tg be taken care of. In the instance of 
a transient patient, we feel that the hospital should give 
the social agency a chance to look up the man and see 
if there is anv chance for establishing right relationship 
with his family. We owe it to the community; we owe 
it to the church. We feel that a hospital wouldn’t be 
doing its duty unless it referred a case like this to some 
social worker. Of course the hospital must see to the 
patient’s physical needs, but there are social problems 
closely tied up with those of medicine. 

I suppose all hospitals have to deal with unmarried 
mothers, and that almost always the mother wants to 
dispose of the child. We feel that the hospital isn’t in 
a position to make the proper investigation. Remember, 
an immortal soul is at stake. We have a law here that 
a child must be in a home six months before adoption, 
and we feel that all legal procedure should be strictly 
observed by a trained worker. Does the hospital want 
to take over the matter of permitting that child’s adoption 
without proper investigation? Are you equipped, are you 
licensed as you must be in Wisconsin, to place the child? 
There are a thousand and one angles that have to be 
observed by the hospital, and you cannot disassociate them 
from your medical service. 

Father Mahan: There are two phases, then, for the 
hospital to consider, First, the illness of the patient. I 
think our hospitals are pretty well sold to the idea that 
some follow-up work is necessary to find out if the work 
done by the hospital is not entirely lost through lack of 
advice, and also to see how efficient the work has been. 
Secondly, the social life of the patient. Many cases are 
not simple in their social aspects and surroundings. What 
ean and should the hospital do? Can it neglect entirely 
to inquire into the patient’s social condition, and merely 
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treat a sick person? Those who are devoted to the care 
of the sick are interested not only in the body but in the 
soul. Naturally social relations are found out; they should 
be. That much can be absolutely expected of the hospital, 
namely, that it become acquainted with the social condi- 
tion of the patient. Thus you will discover social needs 
that will help the individual. 

Now does the hospital have a responsibility for that? 
Not directly, but indirectly. It seems to be obligatory 
that there be some person in the hospital who has studied 
the social agencies in the country and knows to what ex- 
tent co-operation may be expected. In this way you can 
bring together the individual and the agency and do a 
decided service to the community. You cannot always 
send a patient back to his family; you cannot always take 
care of his dependents. I doubt if a social service organi- 
zation expects anything like that. But I believe it would 
appreciate the assistance I have mentioned from our 
Catholic hospitals. I believe this crystallizes what social 
service means in our hospitals, 

Father McEvoy: Social service workers would be 
only too glad to have cases brought to their attention. 

Dr. Moorhead: What can Sisters do who are ready 
to dismiss free cases from their small hospital in a small 
community where there are no social service workers? 
Is there a charitable agency in every community? 

Miss McEvoy: If nursing care is needed, and there 
is a visiting nurse, it can be referred to her and she can 
get some agency in to relieve her of part of the respon- 
sibility. 

Father McEvoy: The doctor is assuming that there 
are no agencies in the community. I would say that the 
hospital there can do some educational work. It can 
agitate for a visiting or county nurse. I believe we Cath- 
olics have been too selfish in trying to do it all ourselves. 
If there are community agents of any kind we should 
make use of their services. If there seems to be nobody 
to take care of such patients it is time for us to do some 
agitating. 

Father Mahan: In towns that are not awake to the 
idea of civic health there is certainly some constructive 
work that we can do. Take, for instance, the case of a 
mother who doesn’t go to the hospital to be delivered 
properly because there are four or five children at home 
and there is no housekeeper to look after things. That 
mother remains to the limit because she doesn’t want to 
leave her family with the home responsibilities. As a 
result we are likely to find the child with some handicap 
in starting life’s journey. 

When circumstances are like this, if you will endeavor 
to get in touch with the community newspaper and intro- 
duce into some good stories the human element, you'll 
find the community will have a visiting nurse and a social 
service agency to see that the convalescent patient in need 
doesn’t become sick when he leaves the hospital, There- 
fore let the community know how injurious to itself is 
such a condition, and the community will see that pro- 
vision for service of this kind is more important than a 
library and a city hall, more important than public parks 
and playgrounds, and it will have it. 


NOTE—The report of Group Conference IV will be concluded in the 
next issue of HOSPITAL PROGRESS. 


TRAINING SCHOOL NOTES, 


Lawn Fete. A successful lawn fete was held on the 
grounds of St. Francis Hospital, Hartford, Conn., on June 
5th. Proceeds of the sale of miscellaneous articles were 
$5,470. The affair was held under the auspices of the 
nurses’ alumnae association. 


First Graduation. The first graduation exercises of 
Charlottetown Hospital, at Charlottetown, P. E. I., were 
held during the month of June. The training school was 
opened in 1920. 

Nurses’ Reunion. The annual reunion of the grad- 
uate nurses of Halifax Infirmary, Halifax, Canada, was 
held in June. Ten graduate nurses were present at the re- 
union. A cordial welcome was extended to the members 
by Sister Superior, the Sisters of the staff, and the 
student nurses. ; 

A prize in the form of a nurse’s instrument case was 
presented to the graduates by the Sister Superior. At 
seven o’clock in the evening the benediction of the most 
blessed sacrament took place in the chapel, Rev. Father 
MacKay officiating. The remainder of the evening was 
spent in dancing. 
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THE PROPOSED HOSPITAL COLLEGE AND NOR- 
MAL TRAINING SCHOOL. 


Four conferences of the CarHotic HosprraL Asso- 
CIATION have been held. They were successful beyond 
expectation in the solid and practical result attained 
from close and intimate discussion of hospital problems. 
All the Sisters present have shown a deep interest in the 
proposed Hospital College and Normal Training School. 
This very title was suggested by one of the Mothers 
General of a large and able hospital community. With- 
out exception the Sisters, individually and as groups, 
indorsed the project. It now remains for the Executive 
Board of the Association and the Mothers General, Pro- 
vincial and Superior throughout the country to realize 
the importance and difficulty of bringing so important 
an undertaking into actual existence. Further litera- 
ture will be sent to all Superiors with details as to 
courses and cost. 

In the meantime, however, all should realize a few 
fundamental facts that are now at work in the hospital 
field. The day of the uninstructed woman whether lay 
or religious is fast coming to an end. What took place 
twenty or thirty years ago in the school world is now 
taking place in the hospital world. There was a time 
when teachers in the grade schools and high schools 
undertook their work without any very special training 
for the work. But in the last twenty or thirty years 
the realization that teaching is a science and an art and, 
therefore, calls for serious study and hard practice has 
brought about a complete system of normal school train- 
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ing throughout our country. It is now the conviction 
of those who are leading thinkers and guides in the hos- 
pital activities of our country that every service in the 
hospital that is of aid to the medical profession in the 
care of the sick must be given by those who are trained 
and are expert in the particular service they are per- 
forming. 

During the last eight or ten years many of the 
Sisters of the 
imbued with the new idea of hospital service and have 
acquired a large knowledge of hospital affairs and de- 
veloped a high grade of skill but a training school or 


Catholic hospitals have become thoroughly 


college with courses calculated to make fully instructed 
of all kinds 


thought that is now activating those interested in the 


executives and technicians is the new 


betterment of hospital service. It is a pleasure to note 
how eager the hospital Sisters are for an opportunity to 
prepare themselves through carefully devised courses for 
the work which their holy vocation puts upon them. If 
there were enough Sisters to spare from the active work 
in a hospital the college and normal school could begin 
tomorrow, therefore, it is a question for each hospital 
community to decide whether or not it is prepared to 
make the sacrifice which will be necessary to bring about 
a better trained personnel in its hospitals or to run 
along indefinitely waiting for the time when an abun- 
dance of Sisters will make it easy to spare Sisters from 
each hospital. Will this time ever come? Let us hope 
so but we must remember that in the meantime the hos- 
pital world will be moving on towards higher and higher 
education in the whole range of hospital service. Surely 
the Sisters’ hospitals will do everything in their power 
to lead the procession. —C. B. M. 
FOR THE DOCTORS. 

We think several criticisms might justly be made 
of the doctors who have the privilege of working in 
the Sisters’ Hospitals affiliated with the Catholic Hos- 
pital Association. 

There is a reciprocal obligation between the doc- 
tors and the Sisters conducting the hospitals. Appar- 
ently the staff doctors often forget their obligations. 
When a well-equipped hospital opens its doors and 
admits to membership on the staff a medical man of the 
community, providing him with facilities to make diag- 
noses and pursue proper treatment of his patients under 
the most favorable circumstances, then it is not only 
the duty of that doctor to avail himself of the oppor- 
tunity to apply all the provided methods of diagnosis 
and to treat his patient utilizing all the facilities fur- 
nished by the hospital, but he is also under obligation 
to assist the management in every way to make the 
hospital more efficient, not only as an institution where 
the sick are treated, but where scientific investigation 
is carried on and health knowledge spread to the tri- 
butary commmunity. 

He can not do this by pursuing a selfish, isolated 
course, but he must by keeping honest, full records of 
his patients from the time of entrance to the time they 
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leave, be able to contribute something to the advance- 
ment of knowledge in the hospital; and he must also 
be at all times willing to give advice and assistance to 
associate members of the staff. It is a staff member’s 
duty, also, to assist the management in the conduct of 
the training school for nurses by careful instruction of 
the nurses in his daily rounds as well as by lectures and 
demonstrations as may be required by the management. 

If the hospital has interns, (and surely every 
Sisters’ hospital now should have at Jeast one intern 
for every thirty patients where it is possible to procure 
them), he should constantly aim to instruet and educate 
those interns in the art and science of medicine and by 
his conduct and bearing and professional attitude be 
an example for imitation. 

Without being hypercritical, the writer feels that 
many staff members in the Sisters’ hospitals are not 
giving this sort of service. We know of a particular 
hospital, for instance, conducted by the Sisters, where 
after some years of effort and through stimulation of 
the yearly conventions of the Carnotic HospiraL 
AssoctaTIon, the Sisters procured a very highly trained, 
competent dietitian, and after a year’s service she 
assured me that just two members of the staff have ever 
asked her cooperation in the dietetic treatment of their 
patients. When we consider that this is a general hos- 
pital where all sorts of medical as well as surgical cases 
are admitted, one must suppose that the staff is too in- 
dolent to realize the importance of this therapeutic aid 
or they are so highly trained that they do not require 
the assistance of a trained dietitian. We doubt very 
much if the latter is the true explanation. 

Again, we feel that in staff meetings at least once 
a year the ethical principles, that should guide the con- 
duct of physicians admitted to the Sisters’ hospitals, 
should be the subject of discussion,—perhaps better say 
explanation. The writer recalls very vividly an address 
given by the president of one of our prominent surgical 
associations within the year, charging that the Catholic 
church interfered in a way that was neither justifiable 
nor scientific in certain medical and surgical cases. He 
risplayed a crass ignorance of,the teachings of the 
Catholic church on those subjects. This should not be, 
and need not be if we took occasion to explain the atti- 
trde of the church on those ethical and moral problems. 

As said above, the staff of the Catholic hospitals 
have reciprocal duties and obligations to the hospitals 
in which they work. The better the hospital can be 
made the more patronage undoubtedly will come to it. 
This redounds to the benefit of every staff member. 
This being the case, it is surely the duty of any doctor 
allowed staff privileges to subscribe to HosprTaL 
Procress and thus keep abreast of the efforts being 
made to improve the Sisters’ hospitals, individually and 
collectively. We know of no method whereby this in- 
terest can be shown and good accrue to the hospitals 
so surely as by a good representation from each hospital 
that belongs to the CarHotic Hosprrat AssocraTION 





at the doctors’ conference of the annual gathering of 
those interested in the Catholic hospitals. Surely, if 
we have over four hundred hospitals in the association, 
then there should be at least five hundred doctors pres- 
ent at the conference at Spring Bank on the 14th, 15th 
and 16th of August. Will there be? Will there be 
any representation nearly approaching this figure? If 
not, then there is something wrong, and it is up to the 
Sisters in charge of the hospitals, individually and col- 
lectively, to either get cooperation from their staff,— 
and I know no way by which cooperation can better be 
shown than by attendance at this conference—or get rid 
of those staff members who are a hindrance to the scien- 
tifie conduct of the hospital. Those that are not with 
the Sisters in their work are against them, and I would 
say to the Sisters, without any irreverence, to use as 
their guiding principle a quotation from the Bible: 
“The Lord said, ‘Since you are neither hot nor cold I 


will spew you out of My mouth.’ ” E. EB. 
THE NORTH DAKOTA-MINNESOTA BI-STATE CON- 
FERENCE. 


The bi-state Catholic conference of North Dakota 
and Minnesota, has just been concluded in Duluth, 
Minnesota. The proceedings of the conference will ap- 
pear in due time in the columns of this journal. 

It will be fortunate if the other state conferences 
maintain the degree of interest and enlighten the dis- 
cussion shown at this meeting. It is quite apparent 
that these smaller groups provide the opportunities for 
intimate contact, under the immediate auspices of the 
Sisters themselves, bringing forth the liveliest personal 
discussions from the Sisters representing the various 
hospitals. In this way the “round table talks” have 
furnished the basis for an exchange of experiences and 
ideas that cannot help yielding the highest practical 
results. 

It is most gratifying to see the whole idea of 
efficiency unfold, and it is easily foreseen that there is 
no limit of advancement to which these Sisterhoods en- 
gaged in hospital work cannot attain. In contrast we 
have recently had brought to our attention the more or 
less chaotic situation resulting in one of our oldest and 
most famous municipal hospitals, upon the death of its 
equally famous medical superintendent. His successor, 
a man of the highest attainment and beloved by all his 
confreres in the medical profession, finds himself in the 
unhappy dilemma of finding it necessary either to an- 
tagonize his political board, or enter into the gentle 
game of politics with all his soul, not only to maintain 
his efficiency but his dignity as well. 

This is an unhappy factor that fortunately can be 
positively forgotten about as far as the Sisters’ hospitals 
are concerned. This is something that the medical staff 
may well congratulate themselves upon for reasons that 
are perfectly obvious. Thus, beginning with the right 
spirit, developing into fully efficient hospital managers 
and executives, securing for their medical staff a de- 
lightful atmosphere for their patients, and providing 
ideal fields for the training of interns and nurses, we 
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have in the hospital membership of this great associa- 

tion, one of our best safeguards against the abuses and 
’ 5 5 

insidious political control that so often creep into the 


whole atmosphere and surroundings of municipally con‘ 


trolled institutions.—EZ£. L. T. 


HOSPITAL STANDARDIZATION FROM THE 
VIEWPOINT OF THE SURGEON.’ 
E. MacD. Stanton, M. D. 

For the past eighteen years I have been working in a 
typical open-staff hospital of the type generally found in 
cities large and small outside of the metropolitan dis- 
tricts. We have approximately 145 such hospitals in New 
York state, and my remarks will apply particularly to 
this class of hospitals. 

The great benefits already derived from the hospital 
standardization program of the American College of Sur- 
geons can scarcely be over-estimated. There is not a 
hospital in the country but has felt in some way the 
stimulus of this movement. The task which the future 
has in store for us is that of still further improvement 
of our hospitals; at the same time of so shaping our 
policies that the results will be permanent and ever grow- 
ing, and in no danger of going backward when the period 
of old age and waning enthusiasm overtakes those now 
responsible for this phase of hospital development. 

To be really permanent, the program must be able 
not merely to stimulate the development of laboratories 
and x-ray departments, and more elaborate systems of re- 
cording and filing histories. Valuable as these are, they 
are but means to an end, and in themselves by no means 
guarantee the end. Furthermore, they cost money; they 
require clerks and assistants, and thus add to the costs 
which patients must meet and also to the perplexities and 
responsibilities of boards of governors. Unless the pro- 
gram means far more than this, the governing boards 
will some day come to look upon it as something of a nuis- 
ance, or at least not an unmixed blessing. Lasting suc- 
cess must be based on the actual ability of the staffs of 
individual hospitals to demonstrate results commensurate 
with the costs and energies expended. Because of this, 
along with other reasons, I have long been firmly con- 
vinced that the really essential factor—the keystone of the 
entire structure—is the staff meetings, and the audit of 
clinical results which is intended to result from these 
meetings. 

Paragraph three of the Minimum Standard require- 
ments reads in part: 

“That the staff initiate and adopt rules, regulations 
and policies governing the professional work of the hos- 
pital; that these rules, regulations and policies specif- 
ically provide: 

“(a) That staff meetings be held at least once a 
month. 

“(b) That the staff review and analyze at regular 
intervals the clinical experience of the staff in the various 
departments of the hospital, such as medicine, surgery, 


and obstetrics; the clinical records of patients, free and” 


pay, to be the basis for such review and analysis.” 

If these provisions are actually carried out in the 
snirit intended, all the rest of the program is assured. If 
the staffs actually do review and analyze at regular inter- 
vals the clinical exnerience of the staffs, using the records 
of the hospital patients as the basis for such reviews and 
analyses, then purely as a matter of course the histories 
will be properly recorded and the laboratory and x-ray de- 
partments will be kent in a proper state of efficiency. 

Tf what I surmise is true, the ultimate success of the 
standardization movement must depend upon the continu- 
ally sustained willingness of the individual physician and 
surgeon practicing in the more than 1600 widely scat- 
tered hospitals of this country to do his part of the basic 

‘Read before the Hospital Conference of the New York 
Sectional meeting of the Clinical Congress of the American 


College of Surgeons, held in Syracuse, New York, May 7th and 
8th, 1923. 


fundamental work necessary to insure the continuous 
carrying out of this most important part of the program. 
The stimulus for this work cannot be replanted in these 
hospitals each year by the ten or fifteen investigators 
representing the American College of Surgeons. Some 
living force must be developed which makes the wish to 
do this work spontaneously and constantly present in each 
individual hospital. 

In the closed-staff hospitals with responsibilities 
clearly fixed, the problem of carrying out the provisions 
above mentioned should not be so difficult of solution. 
Likewise in the smaller open-staff hospitals where indi- 
vidual case reports suffice to indicate the trend of results, 
the problem is relatively simple. However, the problem 
is by no means a simple one in the larger open-staff hos- 
pitals, of from one hundred to two hundred or more beds. 
To get anyth'ng like a true perspective of the character 
of the work being done in these hospitals, requires the 
fullest cooperation of all concerned, often in the face of 
professional rivalries and jealousies, which would normally 
keep some of the men far apart. Some there are who 
would solve the difficulties by abolishing the open-staff 
hospital. This m'ght simplify some factors, but I am in- 
clined to believe that more real good would be accom- 
plished by opening a goodly number of closed hospitals. 

These open-hospitals are, in fact, an inevitable and 
necessary result of the introduction of modern methods 
of diagnosis and therapy. They bear only a scant rela- 
tionship to the old time charity hospitals. In their re- 
spective communities they are equally necessary for the 
rich and the poor. For the medical profession they serve 
as community medical centers. Broadly speaking, they 
should bear much the same relation to the medical that 
the court-house does to the legal profession. They are 
onen-staff hospitals because in their communities practi- 
tioners who do not have reasonably free access to hospital 
facilities are in reality deprived of some of the essentials 
for the practice of modern medicine and surgery. Lastly, 
when we come to evaluate these hospitals as community 
assets we find that one of their chief functions, and it is 
a function dependent very largely upon their being open- 
staff hospitals, is that of stimulating the entire medical 
profession and raising the general standard of practice in 
the ent:re community, both in and out of the hospital. 

It is in just these institutions that the greatest pos- 
sibilities reside for wide-spread and highly stimulating 
benefits to come from the staff meetings, from the careful 
and sometimes critical study of the results being achieved 
in these hospitals. 

The writer is by no means certain just how far it is 
going to be practical to carry the analysis of case histories 
and results in these institutions. The line of least resis- 
tance for the staff’s making of programs leads largely to 
the presentation and discussion of individual cases, which 
are most valuable in their way, but in the larger hospitals 
with a considerable volume of work, this individual case 
history method fails utterly to give a fair perspective of 
the character of the work as a whole which is being done 
in the hospital. To carry out the details necessary for 
anything like an approximate clinical audit will require 
a very considerable amount of cooperation and effort on 
the part of the individual members of the profession con- 
stituting the staff, or those using the hospital. 

The problem of a definite incentive for each man to 
do his share of this work could be permanently solved if 
governing boards would come generally to rely upon the 
results demonstrated at the staff meetings and the sug- 
gestions arising therefrom, as at least an approximate 
basis for the elimination of the unfit and for the distribu- 
tion of awards which should be based primarily on the 
general quality of the professional service rendered in the 
hospitals. Whether or not the governing boards do come 
to rely upon the clinical audit for the purposes above 
mentioned will depend entirely upon the desire and will- 
ingness of the staffs to complete the necessary data with 
the accuracy and in a manner adequate for such purposes. 
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THE SCIENTIFIC ae OF NURSING EDUCA- 
Commencement Address Delivered by Dr. Joseph L. 
DeCourcy at Seton Hospital, Cincinnati, Ohio. 

Nursing education has passed through the transi- 
tional stage of apprenticeship and has developed into a 
profession that ranks high in its service to humanity and 
medical science. Today, you, the members of the grad- 
uating class, stand on the threshold of a new era in the 
age of scientific advancement. The service that can be 
given to the city, the state, and the nation can not be 
measured, for it rests with you to accept the responsi- 
bilities that the School of Nursing and the staff of the 
Seton Hospital place upon you. In your years of service 
and training here in the hospital we have come to know 
and trust you, and tonight marks an outward manifesta- 
tion of the faith that we have always had. 

You are members of no mean profession: you are 
members of a profession that had its origin in the ages 
when Rome was the supreme city of the world. History 
shows that service was the great motivating power which 
inspired women like Fabiola, the Roman matron; Eliza- 
beth of Hungary, St. Catherine of Sienna, and Florence 
Nightingale of modern times, to consecrate their lives to 
the aid of the maimed, the halt, and the sick, that their 
lives might be made easier. 

While the Seton Hospital School of Nursing is not 
as old in years as others here in the city, it has a history 
that we may all be proud of. In 1894 the Presbyterian 
Hospital established a School of Nursing which was main- 
tained for a few years. The Presbyterian Hospital prop- 
erty was purchased by the Seton Hospital authorities in 
1900, and seven years afterwards its School of Nursing 
was established. During the years before the school came 
into existence the nursing was done entirely by the Sisters. 
Sister Electa, a graduate nurse, was the first superin- 
tendent of the Nursing School and remained in that posi- 
tion until her death in May, 1920. Sister Electa was be- 
loved and respected by all with whom she came in con- 
tact. She was active in all local nursing affairs and was 
a member of the National League of Nursing Education. 
After her death, Sister Mary Emmanuel was in charge 
until Sister Ann Teresa, our present highly esteemed 
superintendent, took that responsibility. 

It is well to remember that the study of nursing had 
its inception with the early Christian women, the noble 
abbesses, monks, and nuns, the Sisterhoods, and the mili- 
tary nursing orders that sprang from the Crusades. On 
down through the pages of history the service and sacri- 
fice of women who have banded themselves together under 
the slogan of “Service” marks a bright spot in the count 
of world happenings. 

Wherever there has been sickness, the nurse has gone. 
She has never failed when the call of duty sounded, 
whether in humble cottage or mansion. Long hours and 
absence of sick room necessities have not altered her faith- 
fulness to her patient. 

The greatest example of self-sacrifice in the nurse has 
been during our own time. I could say nothing that 
would appropriately do justice to the service given 
America by nurses during the world war. It is to them 
in a great measure that our soldiers who were injured 
effected such marked recoveries. Personally, I believe 
the nurses deserve more credit than any of the various 
members of the service that went abroad. They did not 
have to go, but no sooner had the clarion sound gone out 
from the government for nurses, than it was answered, 
and the hardships which they endured can only be told by 
those who were there. It is interesting to note that two 
hundred and fifty-five nurses from Cincinnati responded to 
the call of their country. Four hundred and twenty-one 
were enrolled ready to go, when the armistice was signed. 

I cite these facts only to show that the nurses of the 
world have always responded when duty called. The nurse 
has ever been willing and ready to serve; it mattered not 
whence the call came. 

You, too, are entering this noble profession, and the 
service you can give, or I should say, will give, can not be 
measured. 


Our modern schools of nursing had their beginning 
with the work of Florence Nightingale, who stands out 
today as the founder of modern nursing education. It 
was only as long ago as 1860 that the grateful people of 
England, wishing to honor Florence Nightingale for her 
outstanding work in the Crimea, gave the money with 
which was founded the first training school for nurses, 
as we know them today, in connection with the St. Thomas 
Hospital in London. Slowly but surely a new idea of 
nursing spread throughout the civilized world, and nurs- 
ing as a profession began on a sound foundation. Gone 
forever was the conception of nursing as a meritorious 
charity deserving of heavenly reward for its self-sacrific- 
ing character. The self-sacrifice remained, but under its 
sway nursing shone forth as a part of the invincible and 
glorious advance of science—sanitary science—the science 
of health first, and disease secondarily; not only the 
amelioration, but the reduction, of suffering. 

It was more than ten years before the movement for 
the advance of nursing begun by Florence Nightingale in 
England, spread to America. Training schools on the 
Nightingale plan were established then in the eastern sec- 
tion of America. The movement reached Cincinnati in 
1884, and now has been adopted all over America. 

Today there is a greater demand for the properly 
trained nurse than ever before. In fact, the demand is 
nearly as great as during the world war, when all the 
resources of the country were concentrated upon one ob- 
jective—victory. Unending calls for visiting, school, in- 
dustrial, institutional, and private nurses can be heard 
from all sides much faster than students can be turned 
out to answer them. This is forceful evidence that the 
attitude of the community has long since passed that 
milestone in its conception of the service “of the nurse 
which marked the early days of the training school, days 
when her ministrations to the sick in the hospital or as a 
private duty nurse, marked the limit of her serviceable- 
ness. 

The community now expects the nurse to teach social 
and personal hygiene, and to work with the physician to 
prevent disease as well as to care for the sick. Statistics 
and human documents alike point to the multiplicity of 
her services. One finds almost at random such summaries 
as the following: 

“The Metropolitan Life Insurance Company found 
the mortality among its policy holders reduced by 12.8 
per cent during the five years succeeding the employment 
of visiting nurse service.” 

“New York City over a period of ten years reduced 
its infant mortality from one hundred and eighty-six to 
only eighty-six out of each one thousand babies—a reduc- 
tion very largely attributed to the nursing service of the 
city. 

So it is evident that the field of nursing is constantly 
becoming enlarged until now the service to the community 
and to humanity as a whole has become so great, and the 
opportunities so numerous, that it offers one of the lead- 
ing occupations to women who want to do worth-while 
things. 

The importance of the nursing profession is growing 
greater every day. This is attested to by the fact that 
philanthropists throughout the country are giving large 
sums of money for the advancement of nursing education. 
Just the other day the papers carried an account to the 
effect that one of the leading eastern foundations that is 
heavily endowed was giving a large sum of money for the 
establishment of a training school for nurses in an eastern 
college. 

Members of the graduating class, you are to be con- 
gratulated upon the completion of your work here in 
Seton Hospital. Your training has been thorough and 
practical; you have had to work; you have had to give 
many hours to monotonous labor when pleasures called 
you elsewhere; you have passed three years of work and 
study, and now you are ready to begin the work of one 
of the noblest of professions. 


We of the staff wish all of you the greatest success, 
and God-speed upon your mission of mercy. 





